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Abstract 

Childhood obesity is an epidemic in developed and undeveloped countries. Obesity and being 

overweight are said to have a significant effect on physical health, as well as social and 

psychological consequences in children. The effects of environmental factors, lifestyle behavior, 

and cultural beliefs play a significant role in this epidemic. Most parents do not identify their 

children as obese or overweight due to their lack of understanding of childhood obesity. Obesity 

in the Ghanaian culture is viewed as a positive implication in life; therefore, the quality 

improvement (QI) project is centered on providing knowledge to influence change regarding 

obesity. This QI project of a family-based intervention targeting childhood obesity among 

Ghanaian immigrants using a diet and physical activity approach will help bring awareness and 

knowledge change. The specific target population for this project was Ghanaian mothers who 

reside in the United States, who are between the ages of 21 and 43 years, and who have children 

in a faith-based location. The instrument used in this project was the Family Eating and Activity 

Habits Questionnaire (FEAHQ), which is categorized into four phenomena, including activity 

level, eating style, eating related to hunger, and stimulus exposure. Concerning activity levels, 

the M scores were 1.51 for mothers, 1.28 for fathers, and 2.08 for children. The eating style 

category was higher at posttest for mothers, at t (22) = 10.04, p =.000. In the eating related to 

hunger category, 80% of children will delay eating when not hungry compared to a pretest 

response of 32%. The M score for families eating in restaurants decreased from 1.80 pretest to 

1.04 posttest.  

Keywords:  childhood obesity, overweight, consequences, lifestyle, physical activity, diet
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A Family-Based Intervention Targeting Childhood Obesity among Ghanaian Immigrants: 

A Quality Improvement Project 

EXECUTIVE SUMMARY 

Childhood obesity is on the rise and possesses a significant threat in society. In the 

United States, the rate at which children have become overweight or obese has increased 

compared to the past years. The attributes of childhood obesity are a lack of physical activities 

and poor diet. In recent years, industrialized and developing countries such as Ghana have had an 

increase in childhood obesity rate. 

Literature review expressed that some parents do not perceive their children to be obese 

even when the child does not have a healthy weight. Ghanaians, in particular, perceive obese or 

overweight as a sign of wealth and eating well. A practical approach to management and 

preventing childhood obesity is through family involvement. 

The settings for the project was in a church located in Dallas, and the participants were 

mothers from age 18 to 44 years. Participants completed a questionnaire called "Family Eating 

and Activating Habits" before and after the educational session. 

The need to assess the awareness of childhood obesity among Ghanaian immigrants was 

realized by using the plan-do-study-act (PDSA) framework to guide the data collection process. 

The objectives were to use “We Can” educational materials to provide awareness of and 

knowledge on childhood obesity. Statistical analyses were determined on activity level, eating 

style, eating-related to hunger, and stimulus exposure. There was a statistically significant 

improvement in knowledge change in childhood obesity. 

The interpretation of the findings was done using the SPSS data analysis program to 

compare the knowledge change from pretest to posttest using the FEAHQ. Mean score, 
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frequency, and the paired t-test was utilized to express the statistical significance of the 

intervention. The tables and figures below explain the change in diet and physical activity 

knowledge. 

Chapter 1. Problem 

Obesity is a common childhood chronic disease which poses a considerable global threat.  

The Center for Disease Control and Prevention (CDC) has identified three categories of pediatric 

obesity, including overweight, obese, and extreme obesity with a body mass index (BMI) 

percentile ranging from 85th to 95th,  95th  to 99th,  and greater than 99th respectively (Hoey, 

2014).  By the year 2020, more than 60 percent of all global diseases will be obesity-related 

(Kelishadi & Azizi-Soleiman, 2014).  According to the World Health Organization (WHO), 

obesity currently affects an estimated 43 million children, most of whom are under five years of 

age. According to Foster, Farragher, Parker, and Sosa (2015), about 30% of children in the 

United States are either obese or overweight. One in ten children under six years of age is obese, 

while over 12.5 million children and teenagers meet the criteria for obesity (Morbidity and 

Mortality Weekly Report, 2011).    

  Childhood obesity requires concrete efforts from a range of stakeholders to resolve this 

global health issue. Factors that account for increased childhood obesity include a family history 

of obesity; low social, economic status; large family size; lack of physical activities; and 

emotional problems such as anxiety or depression which can trigger overeating (Kelishadi & 

Azizi-Soleiman, 2014).  Some studies have also confirmed that endocrine and genetic 

syndromes, inaccurate assessment of food intake, and emotional stress also cause childhood 

obesity (Hoey, 2014).  According to Hudson, McGloin, and McConnon (2012), poor dietary and 

exercise habits most directly contribute to excessive weight gain in children. With the use of 
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effective interventions involving nutrition and physical activities, childhood obesity can be 

prevented and or controlled (Kelishadi & Azizi-Soleiman, 2014).   

With a population of over 26 million, Ghana is a developing country with a rapidly 

emerging middle class.  As the country becomes more westernized and technologically 

advanced, health and nutrition have become more evident (Ogum Alangea et al., 2018; Annan-

Asare, Asante & Amoah, 2017; Ocansey et al., 2016). The current childhood obesity can be 

attributed to behavioral changes in dietary consumption characterized by systemic societal 

changes, such as urbanization, industrialization, trade liberalization, and economic growth 

(Aryeetey et al., 2017).  In recent years, childhood obesity has increased among industrialized 

and developing countries, including Ghana (Annan-Asare, Asante & Amoah, 2017).  Aryeetey et 

al. (2017) highlighted that changes in dietary and physical activity are a direct result of 

urbanization and that children who live in urban Ghana have an increased risk of becoming 

obese. 

Migration to western countries and acculturation have also been strongly correlated to an 

increased risk of being overweight or obese (Gualdi-Russo et al., 2014).  As many as one in three 

immigrant children have been estimated to be overweight, while the prevalence of obesity has 

been found to range between 1.2% to 15.4% depending on the country of origin, and the rates 

attributable to a more sedentary way of life and changes in dietary patterns (Labree, Mheen, 

Rutten & Foets, 2011).  

Clinical Need Assessment and Specific Aim 

         According to the CDC (2018), the prevalence of obesity rate is 18.5% and has affected 

about 13.7 million children and adolescents. Childhood obesity prevalence is currently at 13.9% 

among 2- to 5-year-olds, 18.4% among 6- to 11-year-olds, and 20.6% among 12- to 19-year-
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olds. Childhood obesity is also more common among specific populations; Hispanics (25.8%) 

and non-Hispanic blacks (22.0%) had higher obesity prevalence than non-Hispanic whites 

(14.1%). 

  The purpose of this quality improvement (QI) project is to increase awareness of the 

importance of diet and physical activities in preventing childhood obesity and management of 

lifestyle changes using the Ways to Enhance Children’s Activity & Nutrition (We Can) 

educational tool among Ghanaian parents.  The “We Can” educational tool is a nationally 

recognized program developed by the National Heart, Lung and Blood Institute to educate 

parents and caregivers on obesity prevention with the emphasis on increasing parenting 

capabilities to affect family health (James, Connelly, Gracia & Glaser, 2012).  

 Childhood obesity has many health-related problems, such as cardiovascular diseases, 

hypertension, type-2 diabetes, fatty liver disease, orthopedic problems, low self-esteem, and 

adult obesity (Center for Disease Control, 2016).  In light of these health problems, managing 

childhood obesity in an early stage will help prevent these chronic complications that result from 

obesity. 

  Obesity is commonly multigenerational with children whose parents are overweight 

making them more likely to be obese themselves (Sylvetsky-Meni, Gillespie, Hardy & Welsh, 

2015).  Most Ghanaian parents generally have a positive perception of obesity.  Cultural norms 

dictate that obesity is a sign of beauty, good health and happiness in marriage (Appiah, Steiner-

Asiedu & Otoo, 2014).  It is, therefore, challenging to re-educate parents to recognize the 

problem of childhood obesity.  

Parental awareness surrounding childhood obesity remains a very crucial part of 

managing this health problem. The preschool age is when attitudes and behaviors, including food 
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preferences, eating behaviors, and physical activity are shaped.  As primary role models, parents 

are required to maintain a healthy family environment (Duncan et al., 2014).  Usually, parents, 

particularly mothers, play an essential part in food and exercise behaviors among their children. 

Therefore, parents are expected to be involved in managing the problem of obesity but are 

unlikely to implement changes in their homes unless they recognize the need for a change 

(Hudson et al., 2012).   

Childhood obesity is associated with a higher risk of chronic pain and co-morbid 

conditions such as psychosocial problems, cardiovascular disease, hypertension, high 

cholesterol, abnormal glucose tolerance, or diabetes (Hoey, 2014).  Long-term obesity-related 

diseases include dental caries, asthma, attention-deficit hyperactive disorder, polycystic ovaries, 

and non-alcoholic fatty liver disease (Bussiek, Poli & Bevan 2018).  Approximately 70 % of 

obese children are said to have at least one co-morbid condition while 30% had two or more co-

morbidities (MMWR, 2011).    

 The aim of this quality improvement (QI) project was to design and describe an 

intervention that will improve the knowledge and awareness of childhood obesity among 

Ghanaian parents. Childhood obesity does not only cause physical changes, but it affects 

children psychologically. The psychological impact can be depression, low self-esteem, and 

lower academic achievement (Bussiek et al., 2018). Obese children tend to have poor school 

outcomes (Bussiek et al., 2018). A previous study suggests that girls who are overweight are 

likely to score lower on standardized mathematics and reading tests, higher on teacher-reported 

externalizing behavior problems, and lower on teacher ratings of self-control (Khan, Raine, 

Donovan & Hillman, 2014).  These findings all suggest that modification of these risk factors 

during childhood could reduce cognitive impairment later in life (Khan et al., 2014).  
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Background and Clinical Significance of Project/Intervention 

Texas ranks sixth among states regarding childhood obesity (Nyberg, Burns & Parker, 

2009). When compared to nationwide statistics, nearly 33 percent of children and adolescents are 

overweight or obese, 16.3 percent of children and adolescents are obese, and 11.3 percent are 

very obese (Nyberg et al., 2009). Approximately 86% of parents do not accurately identify their 

children to be overweight (White el at., 2016). In the United States, public views of parents’ 

behaviors, choices, and the attitudes are likely to influence the success of efforts to reverse 

obesity rates (Wolfson, Gollust, Niederdeppe & Barry, 2015). The awareness of Ghanaian 

parents regarding their children’s weight significantly influences their perception of how 

childhood obesity should be managed (Adamo & Brett, 2014).  Parental awareness of childhood 

obesity may come in many forms.  Some parents see their children as underweight when they do 

not fall into their weight category.  These parents are likely to overfeed their children and see 

their children be in a healthy weight when, in fact, they are overweight.  Hudson et al. (2012) 

have also established that parental inability to recognize overweight and obesity in their children 

negatively affect the treatment of childhood obesity. 

The awareness and beliefs of Ghanaian parents play a significant role in changing the rate 

of childhood obesity. Children tend to follow the patterns of behavior that are presented by their 

parents.  Parents have a strong influence on their children’s eating habits, food preferences and 

beliefs (Adamo & Brett, 2014).  Parents are the primary caretakers and role models for their 

children who are likely to imitate their parents throughout their lives.  Adamo and Brett (2014) 

argue that parents must supply appropriate role modeling through their behavior in order to 

influence the child to ‘do as I do' rather than ‘do as I say.'  Family-based intervention has been 

one of the most successful methods to manage and prevent childhood obesity. The ability of 
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parents to see how weight affects their children drive positive health and activity behaviors 

within the family (Sylvetsky-Meni et al., 2015). 

Study Question 

For Ghanaian immigrant mothers residing in the United States, will physical activity and 

dietary education results in a change in knowledge on childhood obesity? 

Problem Statement   

Excess weight has reached epidemic proportions with about 1.9 billion people classified 

as overweight and at least 600 million considered as obese. The epidemic implies that one-sixth 

of the world's population is overweight (Annan-Asare et al., 2017).  Obesity is associated with a 

host of co-morbid conditions including cardiovascular disease, diabetes mellitus, hypertension, 

stroke, sleep apnea, arthritis, certain cancers, among many other chronic conditions, and can 

reduce life expectancy later in adult life by 2 to 5 years (Annan-Asare et al., 2017). Obese 

children have also been found to be significantly more likely to experience a host of illnesses 

(Annan-Asare et al., 2017).  This project seeks to use an evidence-based quality improvement 

approach to promote awareness of childhood obesity and subsequent knowledge change among 

Ghanaian immigrant mothers.   

PICOT Statement 

  How effectively does an educational intervention approach change the knowledge of 

childhood obesity of Ghanaian mothers residing in the United States using pretest and posttest 

questionnaire? The PICOT for this project question is as follows: 

Population (P):  Mothers who are 18 years of age and above.    

Intervention (I): Physical activity and diet education. 
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Comparison (C): Compare the mothers’ change in knowledge of childhood obesity before and 

after the educational session. 

Outcomes (O): Improvement in awareness of Ghanaian mothers regarding childhood obesity, 

physical activity, and healthy nutrition.   

Time (T) – The intervention (education workshop) will take place over one day in January 2019.     

Definition of Terms 

Body Mass Index: Body mass index (BMI), is a metric or imperial measurement used to 

determine an individual’s weight category and calculated by dividing a person's weight by the 

square of height. The measure of BMI in children also considers age and sex and follows 

different guidelines than that of adults (CDC, 2016).  

Overweight and Obesity: Overweight is "abnormal fat accumulation with a BMI at or 

above the 85th percentile and below the 95th percentile for children and teenagers of the same age 

and sex” (CDC, 2016).  By definition, obesity is "excessive fat accumulation, with BMI at or 

above the 95th percentile for children and teens of the same age and sex” (CDC, 2016). 

Physical Activity: Physical activity, described as any body movement produced by 

skeletal muscles requiring the use of energy. These activities include walking, cycling or sports 

(WHO, 2017). The literature emphasizes the benefit of physical activities to help decrease 

childhood obesity and chronic diseases such as type 2 diabetes, hypertension, non-fat liver 

disease, heart disease, psychological and others. 

Diet: Diet, according to Mosby's dictionary (2005) "food and drink consumed for 

nutritional qualities, composition, and effects on health.  Diet is by restricting oneself to small 

amounts or a particular kind of food in order to lose weight (Merriam-Webster).  For this project, 

the two definitions of diet fit into how it will be used and maintain throughout their growth. 
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Innovation 

Targeting childhood obesity is done through two approaches: Preventing and or treating 

obesity after the onset (Gortmaker et al., 2015). This project was focused on both approaches to 

help parents’ increase knowledge and awareness with children who are already obese and 

prevent younger children from becoming obese.  According to Gortmaker et al. (2015), changes 

needed to prevent excess weight gain and obesity in children do not require as much effort as 

treating.  For this reason, more resources should be directed toward obesity preventative 

measures.  

 Educated Ghanaian parents tend to be aware of their children’s weight (White et al., 

2016).  This intervention was conducted to increase awareness regarding the health, and socio-

economic significance of obesity among Ghanaians immigrants. According to the Institute of 

Medicine, primary care providers (PCP) should educate parents about body weight and body 

mass index (BMI) (White et al., 2016).  However, the Centers for Disease Control reports that 

only 36.7% of children who are overweight receive direct counseling by their PCP (White et al., 

2016).  A parent’s concern about their child's weight is identified as the principal reason for 

which a parent monitors and controls the child's diet (Moore, Harris & Bradlyn, 2012).  Family-

based intervention programs are considered one of the most effective ways of managing 

childhood obesity (Kelishadi & Aziz-Soleiman, 2014). Reaching a healthy weight cannot be 

successfully achieved without the support of the parents’.  Families can construct children’s 

lifestyle habits through parenting and management of family functioning (Kelishadi & Aziz-

Soleiman, 2014).  A healthy lifestyle is synonymous with eating a healthy diet, which consists of 

lower-fat dairy products, more fruits, and vegetables (Berman et al., 2018). Children should not 
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be given food or a sugar-sweetened beverage as a reward for good behavior and achievements 

(Gortmaker et al., 2015; Fedewa & Davis, 2015).   

 According to Lamboglia et al. (2013), sedentary behaviors associated with electronic 

entertainment such as computers and video games contribute to the increasing prevalence of 

overweight and obesity in children. ‘Serious games’ are interactive digital tools that focus on 

rehabilitation and the promotion of healthy habits (Lamboglia et al., 2013). These games go 

beyond just entertainment to help children with the recreational motivation that goes above 

games to convey a message, teach contents and practices with the physical benefit (Lamboglia et 

al., 2013).  A strategic tool can help decrease the number of times children spent on electronic 

media. The tool can give meaning and practical objectives in order to solve specific real-life 

problems for children in need of nutritional re-education or physical rehabilitation (Lamboglia et 

al., 2013).  

A physical and fitness approach engages a new technological concept known as 

exertainment or exergaming, a combined word meaning game or exercise, and entertainment. 

The overall goal is to make physical exercise more attractive by associating it with a video game 

(Lamboglia et al., 2013).  Significantly, this approach increases the level of activities and energy 

expenditure; and the other hand reduces the consumption of low-nutrition foods, (Lamboglia et 

al., 2013).  However, parents are required to impose limited hours of screen time on their 

children if this approach will work (Berman et al., 2018). 

This project utilized a QI approach in the management of childhood obesity among 

Ghanaian mothers. The innovation that was implemented by the principal investigator includes 

(a) provide childhood obesity awareness to immigrants’ mothers, (b) coordination of education 

to mothers on behavioral changes on child obesity, (c) the arrangement of educational resources 
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to be presented to mothers for review, and (d) evaluate the effectiveness of the educational 

session.  

Objectives 

The project intends to achieve the following three principal objectives: 

1. Ghanaian mothers will be able to understand the complications and impact of childhood 

obesity. 

2. Ghanaian mothers will be able to understand the use of “serious games” instead of 

electronic entertainments for their children to prevent and manage childhood obesity. 

3. Ghanaian mothers will be able to understand and provides a healthy diet for the family.  
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CHAPTER 2 

Review of Literature 

Literature Review and Search Process 

  A review of the literature was conducted using the electronic database collection of the 

Texas Woman’s University library. In order to ensure a comprehensive library search, academic 

search engines inclusive of PubMed, CINAHL Plus, Academic Search Complete, and Google 

Scholar were used.  The search was limited to the essential terms childhood obesity, obesity 

awareness, cultural perspective, community interventions, physical activities, and socio-

economic impact, pediatric obesity, awareness, parents’ perception, immigration, and Ghana to 

identify potential articles for review.  The searches were limited to childhood obesity papers 

written in the English language and published on or after 2013. Using MeSH terms, 113 articles 

were identified.  Each paper was reviewed for its relevance. Exclusion criteria included non-

English articles and interventions for more than five years old. After inclusion criteria were 

considered, a total of 28 full-text academic articles were included in the review of the literature 

to frame this study.  

Synthesis of the Literature  

  The review of selected articles was under the following eight principal themes: Cultural 

perceptions of anthropometry; cultural context of parental perceptions; social stigma; economic 

impact; family-based intervention; faith-based intervention; obstacles in behavioral change; and 

physical activity and nutrition. A review of the literature on the subject of childhood obesity 

awareness among Ghanaians’ consisted of a cohort, cross-sectional, and meta-analysis studies.  

Most of the studies focused on perception, sedentary behavior and improper diet control within 
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the Ghanaian cultural context. A summary of all the articles applicable to the study can be found 

in Appendix A.  

Cultural Perceptions of Anthropometry  

Studies on the prevalence of overweight and obesity have consistently determined that 

obesity is high in the Ghanaian population. Agyemang et al. (2014) conducted a cross-sectional 

study on anthropometric measurements among young Ghanaian migrants over 25 years of age 

living in Europe. Sub-Saharan African migration to Europe is one of the fastest growing patterns 

globally. Data gathered by a multidisciplinary consortium from Europe, Africa, and the 

International Diabetes Federation (IDF) gathered a combination of questionnaires, interviews, 

physical examinations and biological samples from a sample of N=6,250 migrants from Ghana to 

Europe. The study confirmed that the levels of obesity and co-morbidities including 

cardiovascular disease and type 2 diabetes were of considerable concern in this particular 

migrant population (Agyemang et al., 2014).   

 Ofori-Asenso, Agyeman, Laar, and Boateng (2016) performed a systematic review and 

meta-analysis on the overweight and obesity epidemic in Ghana. The analysis included forty-

three studies with a total sample of 48,966 participants across ten regions in Ghana. It was found 

that nearly 43% of Ghanaians were either overweight or obese (Ofori-Asenso et al., 2016). A 

large number of participants was the strength in the ability to measure the increasing prevalence 

of excess weight and obesity among Ghanaians (Ofori-Asenso et al., 2016). 

 A cross-sectional study by Appiah et al. (2016) confirmed that larger body size was 

preferred among Ghanaian women 20 years of age and older.  Based on anthropometry data of 

N=394 women, one-third (31.3%) met the criteria as overweight, and another third (37.1%) were 

measured as obese. The respondents in the study perceived a large body size as depicting an 
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individual who eats well, is affluent and of high social value. Significant predictors of obesity 

included total dietary energy intake (P=0.012), low physical activities (p=0.011), preference for 

body size (P=0.032), age (p=0.017), and parenthood (p=0.002) (Appiah et al., 2016). 

 Annan-Asare et al. (2017) performed a cross-sectional study using a simple random 

sampling technique to select N=260 junior high school children ages 11-15 years from six 

primary schools in the Accra Metropolis of Ghana. Data were collected from questionnaires and 

children’s height and weight to estimate BMI (body mass index). Information on household 

income, ethnicity, marital status, and education level of the respondent were obtained from the 

questionnaire. Results found a significantly higher prevalence among females compared to males 

at the (p=0.001) level (Annan-Asare et al., 2017). 

  Aryeetey et al. (2017) conducted a cross-sectional study involving N=3,089 children 

ages nine to15 in Accra and Kumasi Ghana. Questionnaires were based on socio-demographic, 

diet and physical activity. BMI scores were used to categorized anthropometric data of the 

children labeling as thin, normal, overweight, or obese (Aryeetey et al., 2017). Children who 

reported having lower physical activity (< 3 times/week) in sports were 44% more likely to be 

overweight or obese. Fruits (20%) and vegetables (38%) were consumed five times a week. The 

authors’ report that although physical activity is part of basic education curriculum, it did not 

show any improvement on their weight because of lack of participation in competitive sports 

(Aryeetey et al., 2017).  While the large sample size was a strength of the study, use of a cross-

sectional design was not able to establish cross-sectional causality; studies have no dimension of 

time, so they cannot support conclusions on the risk of disease nor causal relationships.  Cross-

sectional studies may also exhibit recall bias when responding to questions regarding 

consumption, exercise or any other aspects of assessment (Dag & Laake, 2015).    
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 Ofori-Asenso et al. (2016) conducted a systematic review and meta-analysis study on 

overweight and obesity epidemic in Ghana. This review was conducted with forty-three studies 

consisting of N=48,966 participants. Ofori-Asenso and colleagues (2016) reported that nearly 

43% of Ghanaian adults are either overweight or obese. The prevalence of overweight was found 

to be higher for women (27.2%) than men (21.8%), while obesity is estimated to be nearly four 

times higher in women at 21.9% versus 6.0% for men. Appiah et al. (2014) found that more 

frequent consumption of high-calorie foods, low physical activity levels, and preference for large 

body size collectively contribute to the higher prevalence of overweight and obesity among the 

women (Appiah et al., 2014).   

  Agyemang et al. (2014) conducted a cross-sectional study on obesity among African 

migrants. The author stated that obesity and diabetes are very prevalent among Ghanaians and 

are three to five times higher than populations of European descent. The higher levels of obesity 

among migrant populations may be influenced by lifestyle changes, physical inactivity and 

psychological stress as a consequence of migration (Agyemang et al., 2014).  

Cultural Context of Parental Perceptions  

   Significant differences in the cultural contextual perceptions of weight have been noted 

between North American and Ghanaian cultures. Obesity among Ghanaian culture is acceptable 

because of the pride that comes with increased body weight and the association of large body 

size with eating well, affluence and high social status (Appiah et al., 2016). Although a 

descriptive study by Baker et al. (2015) suggested that children of U.S. born mothers are less 

likely to be obese compared to children of foreign-born mothers, the association between 

acculturation and weight increase has been found to vary between cultural groups (Diep, 

Baranowski & Kimbro, 2017; Diep et al., 2017).    
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  Duncan et al. (2015) utilized the National Health and Nutrition Examination Survey 

(NHNES) between 1988 and 1994 (N=3,839) and 2007 through 2012 (N=3,153) to determine 

parental perceptions regarding the weight of their children ages 2-5 years of age in the United 

States (Duncan et al., 2015).  The NHNES study results showed that 78.4% of parents in the 

United States who had obese children perceived that their child was at a healthy weight. The 

misperception became significantly more pronounced in the more recent survey data collected 

between 2007 and 2012. The increasing tendency among parents to perceive the weight status of 

the child inaccurately was likely to be impacted by a lack of communication between medical 

practitioners and parents (Duncan et al., 2015).  The data also revealed a generational shift on 

parental perceptions and the influence of family readiness to foster healthy behavior. Mothers 

were asked whether they considered their child to be overweight, underweight or just about the 

right weight (Hansen, Duncan, Tarasenko, Yan & Zhang, 2014). Three-quarters of parents 

interviewed in 2005-2010 correctly perceived their overweight children to be overweight; 

however, accurate perceptions in their child's weight declined by 24 percent, and this trend was 

described as a “generational shift in social norms” related to the body weight of children (Hansen 

et al., 2014).  

  The association between parental perceptions of child weight status and a child’s diet was 

examined. The Gates Millennium Study studied a cohort of N=361 parents residing in the United 

Kingdom to assess their perceptions of their child’s weight. The researchers compared the 

International Obesity Task Force cut-offs for childhood overweight and obesity for children and 

the FAST (Food Assessment in Schools Tool) food diary methods. Findings suggested that 

adjusting for numerous confounders, one in six parents with an overweight or obese child 

perceived their child as being a healthy weight (Almoosawi et al., 2016).    
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  Adamo and Brett (2013) conducted a narrative review of literature published between 

1970 and 2013 to evaluate the effect of parental perception on diet and a child's weight (Adamo 

& Brett, 2013). A literature review included over 300 studies identified through OVID, 

EMBASE, and PsycINFO and Google Scholar. The studies examined factors which influence 

parental perceptions of diet quality (Adamo & Brett, 2013). The study estimated that 18.3% of 

children as having poor diet quality and the majority (81.5%) need dietary improvements. The 

authors discussed the importance of parental attitudes, perceptions, and behaviors on obesity-

focused interventions. The researchers recommend that these issues be further examined (Adamo 

& Brett, 2013). 

 Blake et al. (2015) conducted a qualitative study to evaluate parental perceptions of a 

meal and snack portion sizes. Interviews were conducted among N=60 low-income non-Hispanic 

white, African American, Hispanic parents of preschool-aged children living in Philadelphia and 

Boston.  The participants completed a 60-90-minute intense interview. Over half of the parents 

reported not knowing how to determine the number of snacks to give their preschooler (Blake et 

al., 2015). Authors provided six strategies for apportioning snacks which include: use small 

containers, subdividing large portions, buying prepackaged snacks, use of hand measurement, 

measuring cups, scales, and letting children determine portion size. The authors suggested that a 

qualitative study may have provided a more in-depth understanding of this phenomenon, 

although generalizability could be limited.  

  While children of U.S. born mothers are less likely to be obese compared to children of 

foreign-born mothers the direct association between acculturation and weight increases may vary 

between cultural groups (Diep et al., 2017).  Renzaho and colleagues (2015) conducted a 

qualitative study as part of developing a community-based obesity prevention intervention for 
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Sub-Saharan African (SSA) families. The sample size for the study included a total of 208 

participants (104 parents and 104 children). Three pilot studies were carried out in 2008 and 

2009 which included focus groups, interviews, and workshops. The program consists of nine 

sessions each lasting approximately one and a half hours in length. Module one (5 sessions) 

entitled “Healthy lifestyles in a new culture focused on healthy eating, active living, and healthy 

body weight. The second module (4 sessions) entitled “Healthy families in a new culture focused 

on parenting, communication, and problem-solving. Authors discussed that immigrant parents 

and children acculturate at a different pace, and that differences in acculturation can impact a 

child’s lifestyle, body image, and their healthy relationship with food (Renzaho, Halliday, 

Mellor, and Green, 2015). 

 Moore et al. (2012) identified the factors associated with parental concern about child 

weight and to determine if that concern is associated with specific actions to improve diet and 

increase physical activity. A stratified random sample of N=1,500 parents of children in grades 

k-9 were interviewed about (a) child and parent physical activity, (b) child and family nutrition, 

(c) child and parent BMI weight category, (d) interactions with health care providers, (e) parent’s 

obesity knowledge, (f) school assessment of BMI and (g) parent perception of and concern about 

child weight. A series of Chi-square analysis found that 72% of parents who expressed concern 

about their child’s weight were likely to limit the amount of time their child spent watching 

television, playing video games and using the computer. Differences were found to be 

significantly higher (P=.042) than parents who expressed no concern about the child's weight 

(Moore et al., 2012).  Results also found that 67% of parents who expressed concern about their 

child’s weight reported attempting to improve their family’s diets compared to 45% of parents 

who expressed no concern (P<0.001). The authors discussed that gender was identified as a 
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factor associated with parental concern with worries over having overweight daughters are more 

likely to implement a change (Moore et al., 2012).   

 Xu, Wen, and Rissel (2015) conducted a systematic review of six electronic databases 

reflective of data collected between January 1998 and November 2013.  Parental influences 

include (1) parenting practices, (2) parents’ role modeling, (3) parental perception of children’s 

screen viewing behaviors, (4) parental self-efficacy, and (5) general parenting style. Authors 

discussed that parents liked the idea of implementing parental rules of TV viewing. Parental 

perception of “TV hurts" was associated with decreased screen time, but another study did not 

support the association. Angoorani et al. (2017) performed a cross-sectional study on the 

association of parental obesity with physical activity and sedentary behaviors of their children 

using a CASPIAN-V study. The study was conducted on N=14,440 schools students 7-18 years 

of age. The prevalence of low physical activity (58.2%) and higher screen time (17.7%) 

respectively were estimated. Results showed that BMI measurements were significantly higher in 

students with high screen time compared with low screen time (p<0.05). The authors discussed 

that parental obesity was associated with increased sedentary behaviors and low physical activity 

(PA) in children. 

Strategies for reducing childhood obesity among children who participated in the cross-

section study included promoting best nutrition and health practice for children developed by the 

American Dietetic Association and National Association for Sports and Physical Education in 

children. Discussion of physical activity and outdoor time, family style food service, the role and 

involvement of parents were also presented as methods to decrease childhood obesity (Molley, 

Kearney, Hayes, Slattery, and Corish, 2014). Another cross-sectional multinational study of 

N=6,539 children from 12 countries (Australia, Brazil, Canada, China, Colombia, Finland, India, 
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Kenya, Portugal, South Africa, United Kingdom, and the United States confirmed the 

relationship between moderate to vigorous physical activity (MVPA), sedentary time, and 

obesity (Katzmarzyk et al., 2015). 

Social Stigma  

  Stigma experienced by obese children and adolescent was examined. The study revealed 

that 71% of adolescents seeking weight loss treatment reported being bullied about their weight 

in the past year. The researchers recommended that as an effort to remove sigma from obesity, is 

essential to promote an environment that will support and empower youth and families to be 

healthy rather than reinforcing societal shame or stigma towards obesity (Pont, Puhl, Cook & 

Slusser, 2017).    

  A literature review conducted by Breewis, Sturtz, Sreetharan & Wutich (2018) 

documented that those who feel stigmatized by overweight/obesity can suffer extreme emotional 

distress and discrimination. These experiences can have a significant negative health impact, 

including depression and further weight gain. There is a push to raise awareness on public health 

messages that surround obesity prevention which can unintentionally promote stigmas and thus 

ultimately undermine anti-obesity efforts and accidentally create other health-related disparities 

(Breewis et al., 2018). A survey conducted among women of reproductive age in Guatemala 

found that weight-based teasing is commonly reported with similar effects on depression 

(Breewis et al., 2018). 

Economic Impact  

 Obesity has been found to have significant economic consequences. A quasi-

experimental study was conducted by Lee et al. (2017) on the economic and health impact of 

increasing children physical activity in the United States. They developed a two-stage 
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computational simulation model for children ages 8-11 years of age (Lee at al., 2017). Clinical 

characteristics of physical activity and calorie expenditures were estimated for each child (Lee et 

al., 2017). At age eighteen each child was moved to the adult portion of the model and 

transitioned between health states based on age, changes in weight, physical activity, and dietary 

habits were re-assessed (Lee at al., 2017). A considerable increase in the probability of 

developing four obesity-associated health outcomes: stroke, cancer, coronary heart disease, and 

type 2 diabetes were assessed among adult tracked over 20 years (Lee et al., 2017).   

  It was also suggested that only one-third (31.9%) of children met the suggested standard 

for physical activity and that by 2020 the direct medical cost of being overweight would cost the 

United States an estimated $1.7 trillion in lost productivity each year (Lee et al., 2017). In a 

systematic literature review, Finkelstein, Graham, and Malhotra (2014) examined the impact of 

lifetime direct medical cost of childhood obesity. According to the authors, most cost-benefit 

studies only consider five medical conditions related to obesity. The authors also discussed that 

the medical care of an obese child could cost as much as approximately $19,350 more annually 

compared to children of healthy weight (Finkelstein et al., 2014). The authors described obesity 

as a risk factor for cardiovascular diseases, metabolic dysfunction, sleep apnea, and arthritis.   

  Levitt, Jackson, and Morrow (2016) examined the medical cost of childhood obesity in 

the United States in a cohort study. Their study estimated that annual per capita medical 

expenditure for an obese person was about $1,429, representing 42% higher medical costs 

compared to individuals with healthy body weight. The authors suggest that the lifetime national 

economic burden of obesity is estimated to be $9 billion to $13.5 billion in direct medical costs. 

A Cohort study (2010-2013) examined the medical cost of obesity for fifth graders in California 

and Texas. Over half of the fifth graders in both states were identified as having a high BMI 
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measurement.  At least one-third were identified as having a BMI value in the need 

improvement. In California, about 34 percent of the students were categorized as high risk while 

the same was true for approximately 36 percent of the children studied in the state of Texas. The 

authors also estimated that childhood obesity among fifth graders would cost between $1.4 and 

$3.0 billion over three years (Levitt et al., 2016). The cost-driven from obesity is the higher 

medical cost that is spent on treatment and co-morbidity in the United States and globally. 

Evidence suggests that engagement of children in physical activities helps families and 

communities to save on medical expenditures (Pont et al., 2017; Breewis et al., 2018; Lee et al., 

2017).  

  Research has confirmed that children who are obese commonly experience victimization, 

teasing and bullying (Levitt et al., 2016; Pont et al., 2017). In a cross-sectional study, Hruby et 

al. (2016) examined how weight and weight change affect the quality of life. The study also 

found that obese people have decreased levels of physical functioning and vitality, but increased 

bodily pain compares to people who have a healthy weight (Hruby et al., 2016). 

Family-Based Interventions  

  Many studies have confirmed that the most effective approach to managing and 

preventing childhood obesity is through family involvement.  In their qualitative study, Renzaho 

et al. (2015) evaluated a culturally-competent, community-based obesity prevention program for 

African immigrant families with children 12-17 years of age. The authors concluded that obesity 

among African children was as a result of intergenerational differences in parental beliefs, family 

functioning, health illiteracy and lifestyle in a new culture. They stressed that family-based 

interventions effectively help in the prevention and management of childhood obesity. Teeters, 

Heerman, Schlundt, Harris, and Barkin (2018) conducted a systematic review to determine the 
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readiness of parents to use a community-based approach to implement a behavioral intervention 

to control childhood obesity. Their work suggested that assessments of parents’ knowledge, 

better physical and social infrastructure are requirements for successful obesity prevention at the 

community level (Teeters et al., 2018). 

Ash, Agaronov, Young, Aftosmes-Tobio, and Davison (2017) performed a systematic 

review and meta-analysis to identify gaps in existing family-based childhood obesity prevention 

interventions. The authors focused on family-based interventions published from 2008 to 2015. 

Their literature review provided a wide range of interventions that have been tested to prevent 

childhood obesity with parents taking ownership and influence in their children's energy-balance 

behaviors, including diet, physical activity, media use, and sleep. Other authors have also 

reported that family-based interventions are active and are currently considered the best practice 

for treating childhood obesity (Ewald, Kirby, Rees, & Robertson, 2013). 

 The systematic review and quantitative analysis performed by Ash et al. (2017) on the 

effect of using family-based on prevention interventions in childhood obesity. A total of 119 

articles were reviewed for the study. Out of the 119 articles, third of the interventions (33.4%) 

were implemented for a year or more and used a technological tool (33%). The interventions 

targeted families with children from between two and ten years of age. While parents are 

generally regarded as essential agents in the change of childhood obesity, epidemic gaps 

according to where the child is on the age spectrum need to be more carefully identified (Ash et 

al., 2017). According to the authors, this study can be used for future decision-making around the 

design and funding on family-based interventions to prevent childhood obesity.   

   Teeters et al., (2018) conducted a systematic review to assess community readiness 

before implementation of a behavioral intervention for childhood obesity. Community parks and 



INTERVENTION TARGETING CHILDHOOD OBESITY  
 

31 

recreation centers from different states expressed interest in a pilot study to distribute and 

implement evidence-based obesity prevention programs for families with young children. The 

surveys were used to assess organizational readiness for change among organizational leaders, 

recreational programs and staff. The authors used descriptive statistics to summarize responses 

received from survey findings includes using a comprehensive pre-implementation assessment of 

the knowledge, physical and social infrastructures in the community as an essential step for 

effective community-based behavioral intervention (Teeters et al., 2018).  

 A systematic review of strategies and challenges for controlling childhood obesity were 

examined by Kelishadi & Aziz-Soleiman (2014). Based on 70 clinical trials and 105 relevant 

articles published from 2000-2012, concluded that family-based intervention targeting youth 

under 18 years of age, were more successful in preventing or controlling obesity than other 

methods (Kelishadi & Aziz-Soleiman, 2014). Another systematic review by Ewald et al. (2013) 

compared parent-only groups with parent-child intervention groups with children aged 5-12 

years. Ten peer-reviewed articles from six completed studies and two protocols were identified.  

It was determined that parent-only groups be either as or more effective interventions involving 

children (Ewald et al., 2013).   

Faith-based Interventions 

  Lancaster et al. (2014) performed a systematic review on the management of obesity 

interventions in African American faith-based organizations. Literature review on faith-based 

studies found 27 unrepeated relevant articles. Among the study participants, 76% were female, 

and the mean was 53 with a range between 12-87 years of age. Over 90% of the study 

participants in these faith-based interventions identified as African-American. 
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  A literature review on developing a child obesity prevention program using a faith-based 

community approach has been shown to be successful (Reisinger, Hargraves, Williams, Cooks, 

& Hall, 2011). The National Institutes of Health (NIH)-Diabetes Prevention Program (DPP) was 

implemented in an African American Baptist Church through a series of 16 sessions conducted 

over four months period.  The authors demonstrated significant improvements in blood pressure, 

fasting blood glucose, and weight. The positive changes persisted for twelve months after the 

intervention was provided; therefore, suggesting that the impact was `long-term (Reisinger et al., 

2011). The authors conducted a systematic review of published literature (N=386 articles) on 

health programs in faith-based organizations. These programs focused on prevention and general 

health maintenance of heart health, or cancer conditions. Literature findings indicate significant 

reductions in cholesterol, blood pressure, weight, and disease prevention. While the authors 

suggested that faith-based programs can improve health, only a fraction (N=28 articles) reported 

program effects. The findings highlight a critical need to increase the rigor of the evaluations and 

dissemination of research results (Reisinger et al., 2011).  

Obstacles in Behavioral Change   

A significant obstacle in the management of childhood obesity is the lack of parents’ 

awareness. Two separate studies about change in the misperception of child's body weight 

among parents of preschool children, aged 2-5 years. The authors established that more than 

three-quarters of the parents saw their children "about the right weight" in both surveys even 

though their children were overweight or obese (Duncan et al., 2015). Hansen and colleagues 

found that a generational shift in parental perceptions of overweight among school-aged 

children.  They found that the perception of a child's weight status influences how the parents 

respond to behavioral health choices (Hansen et al., 2014). In a study by Almoosawi et al. 
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(2016), found that parents who are overweight or obese often perceived their child's weight 

status as healthy even though the child is overweight or clinically obese. Parents who did not 

accurately report their children weight as overweight or obese had children who also found to 

have lower healthy dietary pattern scores (Almoosawi et al., 2016).  

Moore et al. (2012) explored the relationship between parental concern and the 

management of childhood obesity. The review consisted of a stratified random sample of 1,500 

parents of children in kindergarten to 9th grade (n=250) to address parent awareness, child 

physical activity, child/family diet, obesity knowledge, interactions with healthcare providers 

and perceptions of school's role in childhood obesity prevention. The authors indicated that 

parents’ perception of their children weight might influence the degree of concern they have 

about their children weight. The authors also added that this concern might influence parents to 

take an active role in managing their child's weight. The concern was particularly true for female 

children (Moore et al., 2012).  In a cohort study conducted by Almoosawi et al. (2016) from 

1988 to 2010, revealed that a decline in accuracy of parental perceptions of having overweight 

children might be attributed to at least part of family-based preventative measures. 

Physical Activity and Nutrition 

Concrete evidence suggests that sedentary behavior is a contributing factor to childhood 

obesity. Angoorani et al. (2017) conducted a cross-sectional study to determine the association of 

parental weight status with children’s physical activity (PA) and screen time (ST). The study 

recorded that most of the children had low PA level (58.2%) and a high ST level (82.3%).  

Children who scored low on PA and high ST were more likely to have parents who were 

overweight or had abdominal obesity (Angoorani et al., 2017).  

  In a systematic study conducted by Xu et al. (2015) included N=998 studies in 
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determining the association between parental influences (e.g., parenting style) on physical 

activity and screen time.  Katzmarzyk et al. (2015) determined the amount of physical activity 

that is needed to prevent excessive adiposity in children. They evaluated the association between 

moderate-to-vigorous physical activities (MVPA), vigorous physical activity (VPA), and 

sedentary lifestyles and obesity. Their work confirmed that sedentary behavior was positively 

associated with obesity, but not independent of MVPA (Katzmarzyk et al., 2015).     

A cross-sectional study conducted by Annan-Asare et al. (2017) using a simple random 

sampling technique to select 260 junior high school children ages 11-15 in Ghana. The authors 

established that obesity is relatively higher in Ghanaian adolescents in the capital city. Gender, 

age, economic status, and consumption of fast foods, and sugar-sweetened beverages were linked 

to higher BMI. One third (33.3%) of the females were overweight compared to one fourth 

(26.1%) of males (Annan-Asare et al., 2017). Another cross-sectional study of N=3,089 

Ghanaian children between ages 9 and 15 identified the determinants of overweight and obesity 

as lack of involvement in sporting activities and sedentary lifestyles such as the preference for 

video and computer games over engaging in moderate and vigorous physical activities (Aryteey 

et al., 2017). 

Blake et al. (2015) conducted a qualitative study on the use of portion size for children in 

managing obesity. Parents are generally unconcerned about the portion size that is given to the 

children; instead, the portion size is determined by a child’s appetite. The authors mentioned that 

parents define portion size as “something small, a small portioned thing, a little bit, one little 

portion of something.” The study revealed that education and nutrition skills building activities 

could help parents practice food size portioning (Blake et al., 2015). Adamo & Brett (2013) 

conducted a literature review that confirmed that parental perceptions affect the diet of children. 
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Parents are responsible for feeding their children a quality diet in order to manage childhood 

obesity. However, this responsibility is often undercut by other pressing factors, including family 

food preference, socioeconomics, and cultural beliefs (Adamo & Brett, 2013). 

Childhood obesity intervention begins with prevention efforts toward the early education 

of parents and improving parental knowledge on appropriate nutrition and engaging in physical 

activity. The research articles identified was "Ways to Enhance Children's Activity and 

Nutrition" (We Can). “We Can” have been used nationally to provide education to parents and 

caregivers on childhood obesity prevention (James et al., 2012). “We Can” educational program 

encourages parents to (a) increase the availability and accessibility of healthy foods; (b) limit the 

availability and accessibility of sweetened beverages, high fat foods, and energy-dense foods 

with low nutrient value; (c) learn portion control at home and at restaurants; (d) support and 

enable family physical activity; and (e) support and enable reduced screen time (computer and 

TV).  

Summary of the Literature 

  Studies have confirmed that childhood obesity is due to lack of physical activities and 

proper nutrition intake. Parents’ are the primary caregivers of the home and are responsible for 

the health of their children. Cultural perceptions of childhood obesity play an essential role in 

how interventions are received and how change can be implemented. The obesity rate in the 

Ghanaian population is on the rise affecting the health of the population (Ofori-Asenso et al., 

2016). The significance of cultural context on parental perceptions among Ghanaian culture 

reveals obesity as a positive phenomenon. In general, Ghanaians consider large body size as a 

sign of good health, wealth, and an indication of the reasonable standard of living and therefore 

is commonly considered a source of pride (Appiah, Otoo & Steiner-Asiedu, 2016).  A review of 
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the literature found that the weight of the parents determines the weight of the child and the 

impact on child obesity (Almoosawi et al., 2015). 

  Being overweight or obese carries considerable social stigma. This social stigma can lead 

to extreme emotional effects which can affect the wellbeing of the individual. Childhood obesity 

contributes to the economic cost of healthcare from childhood to adulthood due to the 

complications that result from obesity. A family-based approach is to be successful in addressing 

the epidemic of childhood obesity. However, it is clear that obstacles in achieving family-based 

behavioral changes in the prevention and management of childhood obesity in the Ghanaian 

community will require the use of the social and behavioral sciences. It is only through 

approaching the intervention through a cultural framework that patterns of physical activity, 

nutrition, and perspectives regarding the impact of childhood obesity on health can be modified 

(Angoorani et al., 2017). "We Can" an educational program tool used nationally had a success 

rate in a pilot study across 14 sites with survey data for a sample size of 154 Latino adults' 

participants. The results showed significantly different in beliefs and behavior after the pretest 

and posttest survey of M=26.52 to M=28.33 (James et al., 2012).  
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CHAPTER 3. METHODS 

 The purpose of this Quality Improvement (QI) project was to assess knowledge of 

childhood obesity among Ghanaian mothers and to promote awareness and reduce the 

occurrence of new cases (incidence) of childhood obesity in this specific community. An 

intervention (health education workshop) was used to evaluate the outcomes of this project by 

measuring differences in parental knowledge on childhood obesity. The objective was to 

determine if the health education workshop was successful in making enhancements in 

knowledge and intended behaviors essential for prevention. 

Identification and Description of the Intervention 
 
Setting 

This study was conducted in a Church located in Dallas, Texas. The church was founded 

in Ghana in 1962 and currently has multiple branches throughout the United States and 

internationally. This branch of the church has over 500 members, of which 206 are women, and 

136 are children. The project took place in the women meeting room where monthly discussions 

on sensitive topics relevant to the lives of women are held. The meeting was designed to increase 

mothers' knowledge of childhood obesity. 

Sampling and Data Collection 

Mothers play a critical role in most aspects of child-rearing in the Ghanaian family. The 

population for this study was, therefore, limited to mothers or legal female guardians of children 

under 18 years of age. The sample selection utilized a non-randomized sampling method. 

Participation criteria required that the mothers/guardians be of Ghanaian descent must be age 18 

to 44 years and proficient in the English language. Exclusion criteria were non-English speaking 
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parents' who requires the assistance of a language translator, and parents who do not want to 

participate. A priori power analysis was conducted using G*Power to determine the minimum 

sample size from which inferences can be made.  Assuming a total population size of N=206 

adult women, when a level of power set at .80, an alpha level at .05, and a moderate effect size of 

.06 is utilized, it was determined that a minimum of 24 participants would be required to ensure 

adequate power (Cohen, 1988).    

Statistical Analysis Plans 

  Participants completed the “Family Eating and Activity Habits Questionnaire before and 

after attending the informational session. Posttest Questionnaire was modified to be able to 

measure the outcome of the intervention. In a study, the modified version of the FEAHQ 

underwent bilingual translation and cultural adoption to determine the reliability. Cronbach's 

alpha coefficient of 0.51 was used to estimate the internal consistency reliability of the 

questionnaire (Patsopoulou et al. 2016). An analysis of differences in survey scores before and 

after exposure to the intervention was conducted using SPSS.  Mean scores before and after 

participation in the educational workshop were compared using a Paired sample t-test to assess if 

there is a statistical significance of association (at the P=.05 level) between exposure and 

outcomes in participant members of the same group. 

  The data collection phase began after receiving permission from the Pastor of the church 

and the DNP review board. The educational workshop (intervention), pre-test, and post-test data 

collection occurred on the same day. The entire intervention required less than three hours of the 

participants time. After the intervention and data collection were completed, about two weeks 

was required to analyze the data and complete the evaluation of changes in the level of 
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knowledge and behavioral intentions. Data were collected on paper, recorded as an excel 

database, and transferred into SPSS V25 for analysis. 

 As in any social research study, the rights and well-being of the participants are critical.  

In order to protect participants’ privacy, identifying information such as name, address, phone 

number, and social security number were not asked or recorded. Only the date of birth was 

collected due to inclusive age criteria needed for the study.  Also, data was only analyzed in the 

aggregate, and never linked to any individual. For the privacy purpose, all collected data were 

recorded and stored in a computerized database which cannot be accessed by anyone other than 

the investigator. The data will be retained for at least three years after the completion of the 

study.  

Characteristics Likely to Influence Improvement 

The church leaders value the health of their members and are open to ongoing education 

designed to support the well-being of the children. Therefore, they have offered ongoing support 

of this Quality Improvement project.  The goal of this QI project was to provide participants with 

the knowledge needed to bring about behavioral change to prevent childhood obesity in their 

family unit. A measured increase in awareness and intention to implement behaviors for 

preventing obesity in their children is essential for the QI project to be considered successful.     

Identification of Intervention  

The intervention for this study was planned on surveying the mothers before and after the 

educational intervention to evaluate a change in knowledge, attitudes, and intended behavior 

change of immigrant mothers/guardians. The intervention included an educational tool "We Can" 

developed by the National Heart, Lung, and Blood Institute. The questionnaires for the survey 

was anonymous and self-administered. Questions identified awareness of childhood obesity and 
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the intention to modify behaviors related to childhood obesity prevention. The questionnaire 

focused on four phenomena including (1) Activity level, (2) Stimulus exposure, (3) Eating-

related to hunger, and (4) Eating style (Golan, 2013).  

 The Family Eating and Activity Habits Questionnaire (FEAHQ) is a 32-item self-

reported instrument designed to assess the eating and activity habits of family members as well 

as other factors in the overall home environment such as stimulus and behavioral patterns related 

to weight. The survey was designed for use in family-based weight-management interventions 

that emphasized changes in the environment, parents' knowledge, behaviors, and modeling. The 

survey was initially developed for use with children between 6 and 11 years of age and designed 

for completion by parents or caretakers and their children. Over the years, this survey tool has 

been administered in numerous settings internationally and with different ethnic populations 

(Golan, 2013).  

  The scoring of the Family Eating and Activity Habits questions will be administered to 

the mothers/female guardians only. The first four questions can be scored on a 5-point Likert 

scale and can be analyzed to determine if the relationship between any two variables is negative 

or positive or is a contributing factor to childhood obesity (Golan, 2013). The scores for each 

question will be added together to determine a cumulative score. It is assumed that the higher the 

score, the less likely the proper eating and physical activity behaviors are enforced (Golan, 

2013).  

  The content validity of the questionnaire was evaluated by a team of ten experts when the 

scale was first developed in 1998. The Cronbach's alpha calculated for internal consistency was 

0.83.  Pearson's correlation coefficients computed for tests and retest scores ranged from 0.78 to 

0.90 with a mean test-retest score of r= 0.85. These estimates suggest this tool is highly valid and 
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reliable.  It was noted that the total family score was higher in the families with an obese child 

compared to families with a normal-weight child, P < 0.01, suggesting that the higher the score, 

the less knowledgeable engaged the respondent is with obesity prevention (Golan & Weizmann, 

1998). 

Process of data collection 

  Permission was first obtained from the Senior Pastor of the church to recruit participants 

and use the church facility for the intervention. A written memorandum of agreement was 

obtained and appended to the study. Approval from the DNP Internal Review Board was 

obtained. Once both the Church and the DNP Internal Review Board approval was given, the 

project began. The educational workshop and data collection took place during a women's 

meeting period during January 2019. Once the survey data was collected, the data analysis and 

evaluation of outcomes were initiated. 

Parent Questionnaire 

  In order to measure diet and physical activity levels, Family Eating and Activity Habits, a 

32 Questionnaire made available for public access was used for the study (Hertfordshire Public 

Evidence, 2018). The proof of survey use is appended (See Appendix B).  This tool was first 

established in 1998 and used in two studies to test for reliability and validity. Since the release in 

1998, the author made an update and adjustments to improve the use in different settings and 

among a wide variety of ethnic populations (Golan, 2013) (See Appendix C). 

 The Family Eating and Activity Habits Questionnaires consist of scales including activity 

level, stimulus exposure, eating related to hunger and eating style. Each scale has items that are 

listed in the questionnaires. Activity level contains four items (items 1-4) in the engagement in 

parent and child physical and sedentary activity (Golan, 2013).  Eating habit and style includes 
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twelve items (items 5-16) that determine the activity of the child, eating patterns, family meals, 

and parental presence (Golan, 2013).   

   Eating-related to internal hunger has three items (17-19) this asks about family response 

to hunger, satiety cues, and assesses the initial eating patterns (Golan, 2013). Stimulus exposure 

and control (items 20-32) have items on the presence and visibility of snack, sweets, cakes, and 

ice-cream in the homes; the boundaries that exist for the child to buy or have access to these 

foods (Golan, 2013).    

The Family Eating and Activity Questionnaire has been used in a variety of ways. An 

example of an open-ended question can be: How many hours per week on average do you 

engage in physical activity? The parents write the number of hours in the space provided on the 

questionnaire. An example of scaled questions requiring a five-point Likert response is: How 

often does your child purchase his/her own sweets- 0-Never, 1-Almost, 2-Sometimes, 3-

Frequently, or 4-Always? The parents will then select which number mostly applies to the child 

to the best of their knowledge. A multi-focus question which evaluates the behavior of family 

members are: How would you rate the eating pace? 1-Slow, 2-Average or 3-Fast. A pace will 

then be picked for self, spouse, and child (Golan, 2013).  

Two questions ask the respondent to list the exact snacks and sweets that are in the home 

of the respondent. The respondent can select the options provided or write in the other option if 

the item is not provided. The survey includes one dichotomous question (Yes/No) in which the 

respondent is asked if their child claims to be hungry when they request to eat (Golan, 2013). 
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Educational tool 

Educational materials from the “We Can” (Ways to Enhance Children’s Activity & 

Nutrition) a new public education outreach program was used to help children achieve a healthy 

weight through improving food choices, increasing physical activity and reducing screen time 

(U.S. Department of Health and Human Services, 2005). Available resources that were used to 

implement this project will include television with video and obesity handout. The handout 

includes a list of food choices and estimated calorie requirements for children. The video 

provided visual education on childhood obesity and how it can be prevented (see Appendix D). 

Planning of the Intervention and Its Components 

Planning of the intervention involved the utilization of a questionnaire on child obesity 

that has already been developed and tested for validity and reliability. The focused of the 

intervention for this QI project was the effectiveness of an educational workshop as part of an 

intervention to increased knowledge and modify behaviors related to childhood obesity. In order 

to implement this study, the planned intervention was discussed with the academic mentor and 

data analysis statistician. The specific statistical methods that were used to analyze the data will 

be discussed.  

Planning the study, including plans for evaluation 

Permission first acquired from the church leadership to conduct the educational workshop 

and conduct the pre and post surveys with the church members. A memorandum of agreement 

has been drafted and is appended. The educational workshop and collection of pre and post-test 

survey data will require approximately three hours.  Data will be analyzed to determine any 

significant increase in knowledge change in childhood obesity. The study participants were given 
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a written description of the study which was explained in the study purpose, procedures, 

potential risks, participant criteria, and benefits. (Appendix E). 

The Study Design and Approaches for implementation 

The QI project consisted of an educational workshop on childhood obesity and parental 

behaviors that can lead to prevention. Once approval was received, data collection began. 

Mothers were given the questionnaire after they were welcomed to the session and have signed 

the consent. The principal investigator encouraged mothers to complete the questionnaire to help 

evaluate the effectiveness of the intervention provided in the education session 

Timeline of Phases 

The Timeline for this phase took place in January 2019 when data collection began and 

ended on the same day. Once the data collection was completed the results were presented to the 

Capstone committee. Specific Timeline (tentative) will include the following: 

1. September 14, 2018: The initial meeting with the academic chair was held, and the topic 

for the project was approved. 

2. November 2018: Complete the quality improvement proposal.   

3. November 2018: Submit proposal to DNP internal review board 

4. January 2019: Conduct intervention and data collection. 

5. February 2019: Analyze data analysis and complete the evaluation. Good timeline! 

6. March 2019: Complete the project manuscript and present a final defense of the quality 

improvement project.    
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Project Objectives 

The primary objectives of the educational project are listed below 

• To determine if using the “We Can” educational approach can increase parental 

knowledge of childhood obesity. 

• To determine if mothers have changed their awareness, attitudes, and behavioral 

intentions to modify or improve the physical activity and eating habits of their children 

• To determine if mothers have gained an understanding of the causes and health 

consequences of childhood obesity. 

SWOT (Strength, Weakness, Opportunities, and Threats) Analysis 

  A SWOT analysis evaluates the strength, weakness, opportunities, and threats of the 

project (Terry, 2015, p. 237). The strength of this project includes using the Family Eating and 

Activity Habits questionnaire already developed to change parents' behavior on diet and physical 

activity. Another strength of the study is that the sample will be easy to acquire since they share 

membership at the same church and will be attending a regularly scheduled monthly women's 

meeting. Secondly, the educational program from “We Can” is readily available to use.  

 The respondent’s inability to understand the questionnaire can be a potential threat to the 

study; however, the DNP principal investigator will be prepared to respond to this potential 

threat by assisting them in understanding the questionnaire. Another potential weakness is that it 

may be challenging to engage mothers given fundamental culturally held beliefs regarding 

obesity. The principal investigator will not be judgmental with their culture believes relating to 

obesity. 
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 Threats include a lack of motivation or interest in participating in the study. This treat can 

be prevented by making the education session more interactive. Another threat includes the 

mother's feeling of disempowerment on the acceptance of obesity. This threat will be 

accomplished by not making the mother uncomfortable in the education session. A diagram of 

the SWOT analysis is available in Appendix F. 

Congruence of Project to Organization’s Strategic Plan 

 The overarching goal of the community church is to change lives in the communities it 

serves.  Changes in awareness of childhood obesity and related health complications are critical 

for international African immigrants. This project seeks to present an easy to understand 

educational session while being mindful of participant uneasiness of the topic being discussed. 

The pretest and posttest comparisons will measure the effectiveness of the education session. 

Effective communication of childhood obesity is believed to be critical to the health of children 

and can carry substantial multi-generational value in this immigrant population. Also, the 

behavioral change relating to this project and the implementation to evaluate the effectiveness of 

this transformation fits well with the strategic plan because this study aims to change the 

behavior of the immigrant mothers.   

Cost Analysis 

The total budgets for this project were proposed for $100. The budget involved making 

copies for the questionnaire and education materials used during the study. Each participant was 

given snacks and drinks during the session. $10 Wal-Mart gift card was given to three 

participants during a raffle draw. The total cost for the copies, snacks, and drinks was about 70 
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dollars.  

Guiding Framework 

 Quality improvement tool – With the strategic plan put in place PDSA (plan-do-study-

act) was used as a QI tool to implement a behavioral change. PDSA has a four-step process that 

was used to carry out a behavioral change among Ghanaian immigrant mothers. The PDSA 

model also named the "Shewhart" cycle mostly used for planning and improvement (Butts & 

Rich, 2018). To initiate the "Plan" stage, the study initiator formulated (a) objective (b) 

workshop education (c) plan to carry out the task in the circle. The second stage, "Do" is where 

the implementation was carried out (a) implement the plan, (b) collect data, and (c) begin data 

analysis. The study ‘Check" or "Study" change was evaluated (a) analyze results, (b) compare 

data with predictions, (c) summarizes what was learned. The last stage "Act" (a) tested the 

change and implementation (b) change was adopted and use. The ‘Plan" stage to be revisited to 

evaluate if the process could be further improved. PSDA may be adopted for a further workshop 

for immigrant parents (See Appendix G). 

 The “Plan” phase of this project consisted of a call to the church office to check for 

member participation. A brief overview of the project was explained with contact information 

provided to allow for follow up after the pastor was made aware of the request. After the 

discussion with the church, the study initiator formulated an educational tool on diet and physical 

activity for the mothers to have available for references.  In the "Do" phase, the mothers' were 

given education on diet and physical activity in the management of obesity using the 

questionnaire to facilitate learning. This project aims to change mothers' awareness of childhood 

obesity and to initiate dietary and activity behavioral changes to support prevention and health 

promotion. During the "Study" phase, data collected were analyzed to measure the effectiveness 
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and identify any possibility for improvements. Depending on the information obtained from the 

“Study” phase, the study initiator will act on the results and recommendations for future use. If 

any improvements need to be done after going through the PSDA process, the initial “Plan” stage 

will be returned to find ways to improve awareness of childhood obesity, related illnesses, and 

prevention strategies among immigrant mothers. 

  Evidence-based model – The Stetler model.  The Stetler Model of Evidence-Based 

Practice (EBP) has been used to help individual and public health practitioners as evidence in 

daily practice to inform program planning and implementation. This model is a useful guide to 

using research evidence in developing health messages and was used in this project to guide the 

implementation of a family-based educational intervention. The Stetler model was initially 

created in the 1990s and has since undergone multiple revisions for the integration of integrating 

evidence into practice (Stetler, 2001). It approaches EBP from internal and external inputs. The 

internal input may be derived from consensus opinion, while external inputs are products of the 

environment and utilize five phases which include; preparation, validation, decision making, 

translation, application, and evaluation (See Appendix H). 

 Preparation. The preparation phase is the first step which defines and affirms the need 

for a change. In this phase, the need for behavioral change among this particular community will 

be assessed. The specific implementation for change was outlined. In this phase, a search for 

evidence-based literature should be used to prepare a design for supporting behavioral change 

and must be demonstrated (Stetler, 2001).  

 Validation. The validation phase is when the collection of evidence will be reviewed. 

During this phase, a systematic review of each article was conducted keeping in mind the intent 

for utilization. In this model, the overall strengths and weaknesses of the study will be assessed. 
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The relevant evidence is then summarized to relate the identified needs of the project (Stetler, 

2001). Evidence-based research is outlined in the chapter, with an emphasis on the importance of 

using diet and physical activity to prevent childhood obesity. 

  Comparative evaluation/decision-making. This phase, decisions were made regarding 

the use of the data that is synthesized. In this stage, the used of the research findings is put 

together to verify if it is feasible to move forward with the project.  The steps of validation of the 

literature review are outlined in chapter 2.   

  Translation/application. This phase involved translating the findings into the designated 

changed that needs to be made for the project. In this phase, a plan for use, implementation, and 

enhancement were made to put the plan in action (Stetler, 2001). This phase was used to translate 

the evidence to show the successful methods in the increase in knowledge and change in 

behaviors contributing to childhood obesity within the Ghanaian immigrant community. 

Findings from the implementation of the project were based on pretest and posttest differences 

measured questionnaire from the group. 

Evaluation. The evaluation phase is essential.  An evaluation will determine whether 

significant changes were achieved. This phase evaluation can provide evidence of knowledge, 

attitudinal, and behavioral changes after exposure to the intervention.  During this phase, the 

Family Eating and Activity Habits Questionnaires were used to assess the effectiveness of the 

project.  However, additional evaluations may be conducted at later dates (e.g., six months) in 

order to assess if the changes measured during the quality improvement project were sustainable 

over time. This information may provide opportunities for future efforts. 
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Theoretical Framework 

  Lewin's Change Theory Model (LCTM) is a behavioral science model that considers 

changes in the cultural atmosphere rather than a change of a single item. The model was 

developed in the 1940s by the behavioral scientist, Kurt Lewin. The LCTM model change is 

described as a dynamic force within the organization that moves in the opposing direction (Butts 

& Rich, 2018, p. 369). Lewin's Theory will provide a necessary framework to change the 

mother's knowledge of childhood obesity and to initiate behaviors to decrease the prevalence of 

childhood obesity.  This intervention is a proactive step, and the goal is to help parent recognized 

childhood obesity and its complications so that in the end it will be easier for them to embrace 

the change. 

Theoretical Concepts 

 Lewin’s model is a three-step process which includes unfreezing, moving and refreezing 

(Butts & Rich, 2018). The framework supporting the LCTM is that for a change to occur, all 

three steps must be accomplished. The change model focused on encouraging the modification of 

parental perceptions regarding childhood obesity, and the influence of such perceptions on diet 

and physical activity patterns of their children. In summary, it is the overarching goal of this new 

awareness to influence the parent to make better health choices for their children to decrease 

childhood obesity and related health complications. 

The first step was to assess parental belief about childhood obesity. During this process, 

the health education workshop was communicated a clear message about the crisis and risks 

associated with childhood obesity, how to identify obesity, how to prevent obesity and related 

health issues. This initial stage was crucial for the project because the interest of mothers had to 

be gained in order that old behaviors can be unlearned (Burts & Rich, 2018, p. 369). The second 
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step was moving towards a change. Moving enables individuals towards more acceptable 

behaviors (Burts & Rich, 2018, 370).  In this step, the mothers understood how the model of 

behavioral change would benefit their family. During this step, a health education session that 

supports this model was provided to the mothers in order to initiate movement in the next stage.  

Finally, the last step is refreezing. This last step occurred when the change has become a habit 

(Burts & Rich, 2018, 370). The stages of the framework can be found in Appendix I. This QI 

project was limited to the short-term impact of an educational workshop on awareness. 

Evaluation of the longer-term sustainable changes can also be considered at a later date but is 

beyond the scope of this proposed QI project. 

  Using the PDSA quality improvement tool and Lewin's change model the objective and 

outcome indicators for this improvement were based on the 32 listed questions with the Family 

Eating and Activity Habits questionnaire. The outcome will be viewed as a positive indicator 

following education with a 50% improvement in behavioral change. 

Chapter 3 Summary 

 The purpose of this QI project is to increased Ghanaian mothers’ awareness of childhood 

obesity. A questionnaire will be used to evaluate the effectiveness of the education session on 

diet and physical activity. The PDSA guide this quality improvement project as the QI tool, the 

Stetler Evidence-Based Practice model, and the Lewin's Behavioral change model. The chosen 

participants consisted of female members of a church that serves the local Ghanaian community. 

The health education intervention was easily accessible and free of cost to all participants. This 

project had a multi-generational benefit for improving the health and wellness of the participants 

and their family units.   
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Chapter 4: Results/Outcomes 

Study Question 

 For Ghanaian immigrant mothers residing in the United States, will physical activity and 

dietary education result in a change in knowledge concerning childhood obesity? 

Phases of Study 

 The PDSA framework, a QI tool, was used as a guide for the project. The PDSA cycle 

shows changes in knowledge, reflecting the effect of a change in diet and physical activity in 

managing childhood obesity. 

 Phase 1 – Plan. During the planning phase of the project (September 2018–January 

2019), the investigator identified the team that will be needed to complete the project, which 

includes the pastor and members of the church. After a detailed discussion with the pastor on the 

need to increase the mothers’ knowledge of childhood obesity, the investigator decided to utilize 

education based on physical activity and diet to help facilitate change. To raise awareness of 

childhood obesity, the principal investigator (PI) met with the women movement leaders and 

presented the project to encourage maximum participation among the women. In preparing for 

the study, in September 2018, an approval letter was received from the pastor of the church, and 

in January 2019, the Internal Nursing Board approved the project as a QI project; therefore, IRB 

approval was not needed. 

 Phase 2 – Do. In this stage (January 2019), data collection began for the project by 

providing education to the participants on diet and physical activities for the management of 

childhood obesity. The project aimed is to change the mothers' awareness of childhood obesity 

using dietary and physical activity education to determine the effectiveness of education. In 

December 2018, the project was sent to the DNP review board, and it was approved as a QI 
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project. After obtaining approval from the DNP Internal Nursing Board, data collection was 

started in January 2019 using the Family Eating and Activity Habits Questionnaire (FEAHQ). 

Meeting for data collection took place on the church premises, where the women meet monthly. 

Data collection started after a consent form (Appendix E) was signed by participants. Afterward, 

pretest questionnaires were given to each participant. Once pretest questionnaires were collected, 

education on diet and physical activity were presented to the participants. After the education 

session, the posttest questionnaire was collected. In total, 25 participants were present throughout 

the data collection which lasted four hours.  

 Phase 3 – Study. The study stage began in February 2019, which involved the review 

and analysis of the data collected to measure the effectiveness and the opportunity for 

improvement. Data analysis was conducted with the help of a statistician from the Texas 

Woman’s University (TWU) Center for Research Design and Analysis (CRDA). From the 

information obtained during the study stage, there was a statistical improvement in the change in 

knowledge regarding childhood obesity; therefore, the investigator did not return to the plan 

stage to improve the awareness of the participants. 

 Phase 4 – Act. Regarding the information obtained, the investigator’s current educational 

intervention increased the knowledge of the participants. The main limitation of the project was 

the small sample size during the initial education session due to winter weather conditions. 

Therefore, the investigator planned another educational session, which took place a week later, 

so that the study would have adequate power to evaluate the knowledge change before and after 

the educational session. In March 2019, the investigator completed the manuscript and the final 

defense of this project. 
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Measurement for Each Objective 

There were three measurements for each objective as follows: 

• To determine whether using the “We Can” educational approach can increase parental 

knowledge of childhood obesity. 

• To determine whether mothers have changed their awareness, attitudes, and knowledge 

intentions to modify or improve the physical activity and eating habits of their children. 

• To determine whether mothers have gained an understanding of the causes and health 

consequences of childhood obesity. 

Descriptive Statistics for Participants’ Demographics 

In total, 25 participants were included in the pretest and posttest analysis. Table 1 

displays the demographics of the participants. All of the participants were female. The 

participants ranged in age from 21 to 43 years, with a mean age of 31 years (SD = 6.16) (see 

Figure 1). 

 

Figure 1. Mean age of participants at pretest and posttest. 
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Statistical Method and Analysis 

Ethical implications. 

This project was presented to the TWU Quality Improvement Review Board and was 

identified as exempt from IRB review. Due to the direct contact with the participants for data 

collection and analysis, consent was required for the project. To ensure the security of this 

project, participants were asked to provide an identifier during data collection so that participants 

would not be identified. The data collected during the project will be destroyed three years after 

project completion. 

Questionnaire Results 

 A priori power analysis was conducted using G*Power to determine the minimum sample 

size from which inferences can be made. Assuming a total population size of N = 206 adult 

women, when the level of power is set at .80, the alpha level is set at .05, and a moderate effect 

size of .06 is utilized, it was determined that a minimum of 24 participants would be required to 

ensure adequate power (Cohen, 1988). Among the Ghanaian women chosen in the faith-based 

location, 25 questionnaires were distributed during the meeting. The PI received all 

questionnaires back from the participants, and all were completed by women who are married 

and have children. The results of the questionnaire were demonstrated to be statically significant 

with regard to the G*Power analysis of 24 participants needed to ensure adequate power of the 

project. The questionnaires collected provided a representation of family eating and activity 

habits for mothers aged 21 to 43 years old. 

Validity and reliability of the instruments.  

The content validity of the questionnaire was evaluated by a team of 10 experts when the 

scale was first developed in 1998. The Cronbach’s alpha calculated for internal consistency was 
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0.83, and the Pearson’s correlation coefficients computed for the test, and retest scores ranged 

from 0.78 to 0.90, with a mean test-retest score of r = 0.85. These estimates suggest this tool is 

highly valid and reliable. It was noted that the total family score was higher in families with an 

obese child compared to families with a normal-weight child, P < 0.01, suggesting that the higher 

the score, the less knowledgeable and engaged the respondent is with obesity prevention (Golan 

& Weizmann, 1998). 

Methods used to ensure quality. 

The quality of the data collection process was protected. The PI entered data into an 

Excel sheet after data collection was completed. The data were rechecked to confirm that the 

data entered were correct. Once the data were transferred to the SPSS program, a statistician 

from the TWU CRDA checked the data for accuracy. 

Data analysis and statistical methods.  

The data were analyzed using the mean score for hours spent watching television and 

physical activity among mothers, fathers, and children. A paired t-test was conducted with four 

variables: activity level, eating style, eating related to hunger, and stimulus exposure to explore 

the change in knowledge. Two components were evaluated, first at pretest and second at posttest. 

The data were entered into the t-test table to demonstrate the participants’ pretest and posttest 

knowledge change. Frequencies are used to illustrate pretest and posttest stimulus exposure.  

 Activity level. In the activity level category, the mean pretest score for the mothers was 

1.51 (SD = 1.40), and it was 1.28 (SD = 1.62) for the fathers and 2.08 for the children (SD = 

2.23). For the post-test, the M score for the mothers was 2.72 (SD = 1.4), and it was 2.67 (SD = 

1.73) for the fathers and 4.46 (SD = 2.95) for the children. Due to a large number of analyses 

needed, the family-wise error rate is inflated. When the family-wise error rate is high, it becomes 
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likely that one of the tests will be significant by chance. A paired samples t-test was conducted to 

compare the means of the participant mothers, fathers, and children pre- and post-physical 

activity. To correct this error, significance was set at P<0.01. The results indicated that the mean 

physical activity (PA) was significantly higher at posttest for mothers, at t (24) = -3.20, p = .004. 

The fathers’ results indicated that the mean PA was significantly higher at posttest, at t (24) = -

3.31, p = .003, and the children’s results indicated that the mean PA was significantly higher at 

posttest, at t (24) = -4.24, p = .000 (Table 1). 

Descriptive Statistics on Time Spent Watching Television 

Descriptive statistics for the average hours per day spent watching television or playing 

computer games are shown in Table 2. As shown, the mothers’ pretest scores ranged from 0 to 6 

(M = 2.56, SD = 1.63), the fathers’ ranged from 0 to 4 (M = 1.77, SD = 1.07), and the children’s 

Table 1 
 
Paired Samples Test of Pretest and Posttest Activity Levels 

 

Paired Differences 

T df 
Sig. (2-
tailed) Mean 

Std. 
Deviation 

Std. Error 
Mean 

95% Confidence 
Interval of the 

Difference 
Lower Upper 

Physical activity 
mother pre-
physical activity 
mother post 

-1.21000 1.89253 .37851 -1.99120 -.42880 -3.197 24 .004 

Physical activity 
father pre-
physical activity 
father post 

-1.38000 2.08806 .41761 -2.24191 -.51809 -3.305 24 .003 

Physical activity 
child pre-
physical activity 
child post 

-2.38000 2.80728 .56146 -3.53879 -1.22121 -4.239 24 .000 
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ranged from 0 to 4 (M = 3.28, SD = 1.65). The mothers’ reported hours family will spent 

watching television with a posttest scores that ranged from 0 to 4 (M = 1.8, SD = 0.82), the 

fathers’ ranged from 0 to 2 (M = 1.56, SD = 0.65), and the children’s ranged from 0 to 5 (M = 

1.76, SD = 1.01). 

Table 2 

Descriptive Statistics on Time Spent Watching Television Pretest and Posttest 

Hours per day you will likely watch TV 
Pretest N Min Max M SD 

Mothers 25 0 6 2.58 1.63 
Fathers 25 0 4 1.77 1.07 
Children 25 0 6 3.28 1.65 

 
 
Hours per day you will likely watch TV 
Posttest N Min Max M SD 

Mothers 25 0 4 1.8 0.82 
Fathers 25 0 2 1.56 0.65 
Children 25 0 5 1.76 1.01 

 

Eating Style. The knowledge change (Table 3) was calculated using the mean score. The 

M scores for pretest are as follows: mothers = 2.51 (SD = 0.59), fathers = 2.12, (SD = 0.499), 

and children = 2.24 (0.53). The M scores for posttest are as follows: mothers = 1.37 (0.32), 

fathers = 1.28 (0.24), and children =1.26 (0.26). 

To correct this, significance was set at P<0.01. The results indicated that the mean eating 

style was significantly higher at posttest for mothers, at t (24) = 10.04, p = .000. The fathers’ 

results indicated that the mean eating style was significantly higher at posttest, at t (24) = 8.447, 

p = .000, and the children’s result indicated that the mean PA was significantly higher at posttest, 

at t (24) = .000 (Table 3). 



INTERVENTION TARGETING CHILDHOOD OBESITY  
 

59 

In this section, 18 of 25 participants reported that the mother, father, and child eat while 

watching television, reading, or working sometimes, frequently, or always. Most of the 

participants (17/25) reported that the mother, father, and child eat in the living room, TV room, 

or study room. 

Table 3. Paired t-test of Eating Style Pretest and Posttest 

 

Eating-related to hunger. In the eating related to hunger section, the frequency table 

below shows there was a change in increased awareness in behavior at mealtime (Table 4). 

During pretest, 44% of the participants answered, “When the family eats, everyone has to eat, 

their child has to eat,” and 32% reported that meals would be delayed when it is mealtime to 

prevent the child from eating when not hungry. The posttest frequency showed that 80% of 

Paired Samples Test 

 

Paired Differences 

T Df 
Sig. (2-
tailed) Mean 

Std. 
Deviation 

Std. Error 
Mean 

95% Confidence 
Interval of the 

Difference 

Lower Upper 
Pair 
1 

Problem eating 
behavior mother 
pre-problem 
eating behavior 
mother post  

1.14000 .56789 .11358 .90559 1.37441 10.037 24 .000 

Pair 
2 

Problem eating 
behavior father 
pre – problem 
eating behavior 
father post 

.83600 .49487 .09897 .63173 1.04027 8.447 24 .000 

Pair 
3 

Problem eating 
behavior child 
pre – problem 
eating behavior 
child post 

.97600 .54870 .10974 .74951 1.20249 8.894 24 .000 
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children according to their mothers would now delay the meal and eat later, while 4% responded 

that when the family eats, everyone has to eat. On question 17, 16 of 25 mothers reported that 

their child eats because he or she is hungry. Meanwhile, 19 of 25 mothers reported that when the 

child eats, he or she takes it or asks for it. When it is mealtime, and the child is not hungry, the 

mothers were asked what they preferred, with 10 of 25 reporting that when the family eats, 

everyone has to eat; nine of 25 suggesting that meals should be delayed and eaten later; and three 

of 25 reporting that their child is always hungry. 

Table 4 

Frequencies and Percentages for Eating Related to Hunger 

 

Stimulus Exposure. In the stimulus exposure section, increased awareness was 

observed. The mean score for whether the family will eat in restaurants decreased from 1.80 

pretests to 1.04 posttest (SD = 1.16 to SD = 0.20), and 43% of snacks are kept in a reachable 

place for the child to access. The number of snacks found in the home was nine, and the number 

of sweets recorded was six. The lowest number recorded for both snacks and sweets was one. On 

the question of whether your family eats in a restaurant, at pretest, 52% answered less than once 

Categorical stimulus N Pre % N Post % 
Mealtime when hungry     
 Delay the meal, eat later 8 32.0 20 80.0 

 
Sit with the family, but 
eat less 4 4.0  

4 16.0 

 
Sit with the family, but 
not eat 2 8.0  

  

 
When the family eats, 
everyone has to eat 11 44.0  

1 4.0 

 

It is an irrelevant 
question; he is/you are 
always hungry 

3 12.0   
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a month and 32% about once a week. In the posttest analysis, 96% answered that they eat in a 

restaurant less than once a month and 4% about once a week (Table 5). 

Table 5 

Frequencies and Percentages for Stimulus Exposure 

Categorical stimulus N Pre % N Post % 
Keep snacks and sweets     
 In a hiding place 9 36.0 20 80.0 
 In a known but unseen place 4 16.0 4 16.0 
 In a reachable place 12 48.0 1 4.0 
Child buys own sweets     

 Never 18 72.0   

 Almost 3 12.0   

 Sometimes 3 12.0   

 Frequently 1 4.0   
Family eats in a restaurant     

 Less than once a month 13 52.0 24 96.0 
 About once a week 8 32.0 1 4.0 
 At least twice a week 2 8.0   

 Once a day or more 2 8.0   
Child eats snacks without permission     

 Never 2 8.0 16 64.0 
 Almost 7 28.0 7 28.0 
 Sometimes 11 44.0 1 4.0 
 Frequently 4 16.0   

 Always 1 4.0 1 4.0 
 

Expected versus actual outcomes. 

In this project, the expected outcome was confirmed. According to the t-test, mean, and 

frequency for this project, participants reported an increase in knowledge change in mothers, 

fathers, and children which was measured using the mean score on pretest and posttest. The 

highest knowledge changed was recorded in children with a score of a 50% increase in physical 

activity and diet (see Figure 2). According to the literature review, a family-based intervention is 

the best approach to manage and prevent childhood obesity. Increased in knowledge among 

mothers and fathers will help the child to practice good dietary intake and physical activity. 
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Figure 2. Mean Increase in Knowledge Change in Physical Activity in Managing Childhood Obesity. 

Quality Indicators and Resources 

The quality indicator resources for this project were activity level, eating style, eating 

related to hunger, stimulus exposure, and physical activity and diet intervention. The resources 

available for project success included the church premises and the women who participated in 

the QI project. In addition, the PI received support from the academic mentor and statistician 

from the TWU CRDA. The statistician checked the data for any inconsistencies, as well as 

further verified the statistical analysis and results to confirm any discrepancy. 

Barriers 

 Barriers to the success of this project include the participants declining to participate in 

the educational session of the project. Another barrier was related to measuring the long-term 

impact on how participants have practiced the education given to them and seeing the positive 

outcome in lifestyle changes. 
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Chapter 4 Summary 

 In this chapter, the research question for the project was addressed using statistical 

analysis to achieve the objective. There was no ethical implication; therefore, it was considered 

IRB-exempt. The statistical methods used were mean, paired t-test, and frequency. The expected 

outcome of the project was to use a family-based intervention to increase knowledge of 

childhood obesity. In the actual outcomes, mothers reported increased awareness and planned to 

change.  
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Chapter 5 

Interpretation of Findings 

Description Statistics for Pre- and Post-FEAHQ. Physical activity and diet remain the 

most common interventions to prevent childhood obesity. The literature reviews the importance 

of including physical activity and diet in early childhood to prevent long-term childhood obesity.  

Activity level. The activity level questionnaires focused on the active and sedentary 

lifestyles of the families. The result of the pretest analysis showed more time spent watching 

television or playing games and less time spent on physical activity. The average hours a child and 

parents spent watching television or playing computer games was 37 hours per week. Whiles the 

most hours a child and parents engaged in physical activity was 30 per week. During the posttest, 

the number of hours spent sedentary decreased while the activity level increased  

The average time recommended by the U.S. Department of Health and Human Services 

(HHS) (2005) for children older than two years of age is two hours of screen time, and that time 

should be spent on educational material, with an average of one hour of physical activity. The 

final analysis demonstrates more active and less sedentary lifestyles. The more families engage, 

the less likely their children will develop obesity. To increase children’s physical activity levels, 

parents can set a good example by engaging in physical activity and limiting screen time.  

Eating style. In this section, 18 of 25 participants reported that the mother, father, and 

child eat while watching television, reading, or working sometimes, frequently, or always. Most 

of the participants (17/25) reported that the mother, father, and child eat in the living room, TV 

room, or study room. To prevent childhood obesity, children should not eat in the television 

room or living room but instead in the dining room without with TV present, because when 

families eat in these areas, it creates a distraction for parents to monitor how much the child eats. 
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Apart from eating in the living room and while watching television, 24 of 25 participants stated 

they eat late in the evening. Parents are encouraged to limit eating late in the evening due to its 

attribution to childhood obesity. Limiting or avoiding late-night meals has been shown to 

improve weight, health, and body composition (Kinsey & Ormsbee, 2015). 

Eating related to hunger. In the eating related to hunger questionnaire, the focused was 

on the action taken by the family when the child is not hungry. A significant change in awareness 

was noted in reducing amount the child is fed when not hungry. Study results also showed that 

80% of the mothers would delay the meal when the child is not hungry. Knowledge gained will 

limit overeating, which will then lead to a decrease in childhood obesity. It is also essential for 

mothers to recognize when the child is hungry instead of having the child eat when they feel like 

eating, especially if the child can take their food when he or she is hungry.  

Stimulus exposure. In the stimulus exposure questionnaire, the study analysis revealed an 

improvement in knowledge of the stimuli that will be exposed to the child by the family. The 

changes were influenced by diet education because of the statistically significant improvement in 

the percentage change concerning families eating in a restaurant once a month. These changes are 

related to limiting stimulus exposure in the family. To help prevent childhood obesity, children’s 

exposure to stimuli might be controlled by limiting the number of snacks and sweets in the home 

and not keeping snacks and sweets in a reachable place where the child can have easy access to 

them. It is also significant that if snacks are brought into the home, parents choose them wisely. 

The HHS (2005) recommends that healthy snacks be given to children and in moderation. 
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Limitations and Recommendation 

 A limitation of the project was related to the participants’ understanding of the 

questionnaire based on the wording. This study did not include the educational level in the 

demographics of this project, and this omission could have been a factor worth considering. 

 The features of the local setting might have been a limitation. The setting where the 

project was conducted might have influenced the findings of the intervention because the setting 

was a low-class urban area.  Another feature of the setting is that it is a faith-based location and 

the study was conducted among mothers, limiting participants to women.  

 For future studies using the FEAHQ to evaluate a change in the knowledge of 

participants to evaluate the effectiveness of an educational session, it is recommended to extend 

the timeline of the project and determine whether there is a positive impact on diet and of a 

physical activity intervention on knowledge change in the homes. Another area to compare is the 

social and economic status of the participants and the impact on how a knowledge change can be 

evident in diet and physical activities. Finally, comparing the knowledge change in other 

ethnicities might be of interest. 

The plan for maintaining improvement is that if the PI were to repeat the use of the 

FEAHQ, the PI would edit the format of the questions to be more reader-friendly, especially the 

questions related to eating style, numbers 5–14. With a clear understanding separating eating 

style on question 5–14, the PI would be able to analyze the data collected for the project to be 

more efficient. 

A recommendation for this project will include a plan to compare the intervention among 

obese and non-obese families to identify the impact of the intervention on the participants. This 

approach can be achieved by taking a step further to compare the impact that diet and physical 
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education have in the management of childhood obesity. To measure intervention over time, it 

will be beneficial to evaluate the success of the intervention by assessing participants on their 

implementation of physical activity and diet.  

Another recommendation is to include fathers into the intervention to increase their 

knowledge on how to control and manage childhood obesity. This will help the fathers to provide 

healthy diet for the children and also to keep them active when taking care of them. 

DNP Essentials and Implications 

 The Doctoral of Nursing Practice (DNP) Essentials addressed throughout this project 

includes I, III, and VII according to the American Association of College of Nursing (AACN, 

2006). 

 Essential I: Scientific underpinnings for practice. This project is related to the 

development and evaluation of new practice approaches based on nursing theories and theories 

from other disciplines. This QI project focused on knowledge changes by using theories that will 

help implement changes in knowledge 

 Essential III: Method of evidence-based practice. A thorough review of the literature 

was conducted for the QI project to determine the need to implement a change in knowledge. In 

this project, the results of the literature review became the drive to initiate the QI project. The PI 

was able to use information technology to design evidence-based interventions to examine 

patterns of knowledge to achieve an outcome. 

 Essential VII: Prevention and population health. Research evidence suggests that 

childhood obesity prevention holds better outcomes than treatment at a later stage (Pandita et al., 

2016). This project was conducted to relate prevention and population health to developing, 
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implementing, and evaluating interventions to address health promotion or disease prevention 

efforts to improve the health status of Ghanaian immigrants. 

 Plan for Dissemination 

  This project will be instrumental in educating families on how to incorporate diet and 

physical activity knowledge changes in families, communities, and nationwide. The project will 

be presented at the Graduate Research Symposium at TWU in April 2019. The project results 

will be presented to all women in the Dallas District and other branches of the church to help 

them understand the benefit of diet and physical activity in the prevention of childhood obesity. 

Dissemination of this project will also be presented to providers in conferences and through 

article publications. 

Chapter 5 Summary 

 The outcome of this QI project and the intervention revealed a statistically significant 

difference in the changes in knowledge, not only for children but also for entire families in the 

understanding and prevention of childhood obesity. A knowledge change was noted at posttest in 

response to increasing physical activity and dietary management in response to childhood 

obesity. However, the evaluation should be repeated at a future time to see the long-term 

knowledge changes among families in the management of childhood obesity. The findings of this 

study can be used to help families practice healthy eating and increase physical activity. This QI 

project demonstrates the AACN’s core DNP Essentials I, III, and VII. 

Conclusion 

 This QI project was conducted with the purpose of increasing awareness of the 

importance of diet and physical activity in preventing childhood obesity. Although there were no 

physical changes effected by the intervention due to same-day data collection, the analysis 
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revealed statistically significant results concerning the importance of maintaining a healthy diet 

and increased physical activity to help decrease child obesity. A knowledge change in a child is 

easily achieved if the entire family participates in this change. It is anticipated that the results of 

this study will be valuable to the site of the project and the community. 
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 Mother Father Child 

0- Never    
1-Almost never     
2-Sometimes     
3- Frequently     
4 -Always    

 

Appendix C 
Revised Family Eating and Activity Habits Questionnaire (FEAHQ-R) 

                  (Please refer your answers to questions 1–4 to yourself, your spouse, and your 6- to 12-year-old child) 

 Parent age ------- 
 

1. How many hours per day on average do you spend                        
    watching television or playing computer games?                         

Mother: ____ Father: ____ Child: ______              
                

 

2. How many times per week do you attend leisure? 
    time classes?   Mother: ____ Father: ____ Child: ____ 
 

3.  How many hours per week on average do                             
     you engage in physical activity?                                     

 

 
 

4. When you are alone and not busy, do you get bored? 
  (Place X in the appropriate column)                              
 
   

 
 
 
 
 
 
Frequently, we just grab something to eat, or eat under  
certain conditions or in certain moods. 
 
5-14. How frequently do the following behaviors  
occur for each family member:   
0-Never 1-Almost never 2- Sometimes 3-Frequently 4-Always 
(Place the appropriate number in the appropriate column) 

 Mother Father Child 
 5. Eat while standing    
 6. Eat straight from the pot/pan    
 7. Eat while watching television, 
       reading, working 

   

 Mother Father Child 
Ride bicycles    
Take a walk    
Swim    
Do gymnastics or play ball 
games 

   

Dance    
Play tennis    
Other    

15. Compared to other people your age,        
how would you rate your eating pace: 

1- Slow        2- Average   3- Fast 
(Place the appropriate number in the 
  appropriate column) 
 Mother Father Child 
Eating 
pace 

   

 
 
 

16 . How often do you customarily have a 
family meal that most family members 
 attend? 
      0-   More than once a day 

1- Almost every day 
2- At least twice a week 
3- 3–4 times a month 
4- Less than once a month  

 

 
 The following questions are related 
 to the types of cues that initiate your 
eating and exist in your home. 
 
 17. In most cases each of you eats because: 
       (Place X in the appropriate column)                              

 Mother Father Child 
You are hungry (0)     
You feel like it (1)    
You are responding    
to food cues (2)  
(exposed to 
stimulus or its is 
meal time) 

   

 
   
18. Usually when each of you eats you:  
(Place X in the appropriate column)                              

  Mother Father Child 
Take it or 
ask for it 
(0)  

   

Food was 
offered (1) 
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 8. Eat when bored    
 9. Eat when angry or in other  
        negative mood states 

   

 10. Eat in a disorganized way 
        between meals, nibbling 

   

 11. Eat late in the evening or 
        at night 

   

 12. Eat in the living room/TV 
       room/study (previously q 18) 

   

 13. Eat in the bedroom (q 18)    
 14. How often do you customarily  
ask for or take a second helping?(q21) 

   

19. If it is meal time and you or your child are not 
       hungry, you prefer to/suggest that the child: 

   (Place X in the appropriate column)   
 
 
 
  
 
 
 
  
 
 
 
 
 

20. How many types of the following snacks are                                   
    usually found in your home?                                                        

  Cheetos, Pretzels, Potato Chips, Ruffles, Popcorn, Nuts,                
Sunflower Seeds, Peanuts, Almonds, Pistachios, Other_____     

   

21. How many of the following types of sweets are usually 
      found in your home? Chocolate and Chocolate Bars,  

Candy, Wafers, Cookies, Gum, Sugary Drinks, Other___ 
 

22. How many types of cake are usually found 
      in your home?  ________   

 

23. How many types of ice cream & popsicles 
        are usually found in your home? __  
 

 24. During the weekend, do you add more of the foods  
       listed in items 20–23?                                                    

0- Don’t add             
1- Add a few       
2- Add a lot     

 Mother Father Child 
(0) delay the meal, eat 

later                                  
   

(1) sit with the family 
 but not eat  

   

(2) sit with the family 
 but eat less 

   

(3) When the family eats 
       everyone has to eat  

   

(4) It is an irrelevant 
question; he is/you 
are always hungry 

   

25. How often does you family eat in a  
       restaurant or use ready-made fast food? 

                0-Less than once a month  
         1-About once a week     
         2-At least twice a week 
         3-Almost every day 
         4-Once a day or more 

  

26. You usually keep the snacks & sweets 
             in your home in 

0 -  a hiding place  
1 -  a known but not seen place     

            2 -  a reachable place      
 

      27. To what degree can your child eat snacks          
            or sweets without your permission? 

0- Never 
1- Almost never 
2- Sometimes                                                                      
3- Frequently 
4- Always 

 

 

28. How frequently does your child buy  
      his/her own sweets? 
            0-Never  
            1-Almost never     
            2-Sometimes 
            3-Frequently 
            4-Always 

 
     29-32. How often do you or your spouse eat 

         with the child? (Place X in the appropriate column) 
 29. 

Breakfast 
30. 

Lunch 
31. 
Afternoon 
 snack 

32 
Dinner 

0-Always      
1-Frequently      
2-Sometimes      
3-Seldom      
4-Never      
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 Mother Father Child 

0- Never    
1-Almost never     
2-Sometimes     
3- Frequently     
4 -Always    

 

Revised Family Eating and Activity Habits Questionnaire (FEAHQ-R) Posttest 
              (Please refer your answers to questions 1–4 to yourself, your spouse, and your 6- to 12-year-old child) 

 Parent age ------- 
 

1. How many hours per day will you need to spend                        
    watching television or playing computer games?                         

Mother: ____ Father: ____ Child: ______              
                

 

2. How many times per week will you need to attend leisure 
    time classes?   Mother: ____ Father: ____ Child: ____ 
 

3.  How many hours per week on average will                            
     you need to engage in physical activity?                                     

 

 
 

4.When you are alone and not busy, rate how you will be bored? 
  (Place X in the appropriate column)                              
 
   

 
 
 
 
 
 
Frequently, we just grab something to eat, or eat under  
certain conditions or in certain moods. 
 
5-14. How frequently will the following behaviors not 
occur for each family member:   
0-Never 1-Almost never 2- Sometimes 3-Frequently 4-Always 
(Place the appropriate number in the appropriate column) 

 Mother Father Child 
 5. Eat while standing    
 6. Eat straight from the pot/pan    
 7. Eat while watching television, 
       reading, working 

   

 8. Eat when bored    

 Mother Father Child 
Ride bicycles    
Take a walk    
Swim    
Do gymnastics or play ball 
games 

   

Dance    
Play tennis    
Other    

15. Compared to other people your age,        
how would you plan now to rate your 
eating pace: 

1- Slow        2- Average   3- Fast 
(Place the appropriate number in the 
  appropriate column) 
 Mother Father Child 
Eating 
pace 

   

 
 
 

16. How often will you customarily have a 
family meal that most family members 
 attend? 
      0-   More than once a day 

5- Almost every day 
6- At least twice a week 
7- 3–4 times a month 
8- Less than once a month  

 

 
 The following questions are related 
 to the types of cues that initiate your 
eating and exist in your home. 
 
 17. In most cases each of you will eats 
because: 
       (Place X in the appropriate column)                              

 Mother Father Child 
You are hungry (0)     
You feel like it (1)    
You are responding    
to food cues (2)  
(exposed to 
stimulus or its is 
meal time) 

   

 
18. When you to eat, you plan to:  
(Place X in the appropriate column)                              

  Mother Father Child 
Take it or 
ask for it 
(0)  

   

Food to be 
offered (1) 
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 9. Eat when angry or in other  
        negative mood states 

   

 10. Eat in a disorganized way 
        between meals, nibbling 

   

 11. Eat late in the evening or 
        at night 

   

 12. Eat in the living room/TV 
       room/study (previously q 18) 

   

 13. Eat in the bedroom (q 18)    
 14. How often do you customarily  
ask for or take a second helping?(q21) 

   

19. If it is meal time and you or your child are not 

       Hungry, will you now prefer to/suggest that the child: 
   (Place X in the appropriate column)   

 
 
 
  
 
 
 
  
 
 
 
 
 

20. How many types of the following snacks                                   
    Will you now found in your home?                                                        

  Cheetos, Pretzels, Potato Chips, Ruffles, Popcorn, Nuts,                
Sunflower Seeds, Peanuts, Almonds, Pistachios, Other_____     

   

21. How many of the following types of sweets will be 
      found in your home? Chocolate and Chocolate Bars,  

Candy, Wafers, Cookies, Gum, Sugary Drinks, Other___ 
 

22. How many types of cake will be found 
      in your home?  ________   

 

23. How many types of ice cream & popsicles 
        Is acceptable in your home? __  
 

 24. During the weekend, will you add more of the foods  
       listed in items 20–23?                                                    

3- Don’t add             
4- Add a few       
5- Add a lot  

 Mother Father Child 
(5) delay the meal, eat 

later                                  
   

(6) sit with the family 
 but not eat  

   

(7) sit with the family 
 but eat less 

   

(8) When the family eats 
       everyone has to eat  

   

(9) It is an irrelevant 
question; he is/you 
are always hungry 

   

25. How often will your family plan to eat in 
a restaurant or use ready-made fast food? 

                0-Less than once a month  
         1-About once a week     
         2-At least twice a week 
         3-Almost every day 
         4-Once a day or more 

  

26. How will you plan to keep the snacks & 
sweets in your home in? 

             
0-  a hiding place  
1-  a known but not seen place   

            2 - a reachable place      
 
   27. To what degree can your child now eat      
snacks or sweets without your permission? 

       
5- Never 
6- Almost never 
7- Sometimes                                                                      
8- Frequently 
9- Always 

 

 

28. How frequently will your child buy  
      his/her own sweets? 
            0-Never  
            1-Almost never     
            2-Sometimes 
            3-Frequently 
            4-Always 

 
     29-32. How often do you or your spouse plan to 

eat with the child? 
     (Place X in the appropriate column) 

 29. 
Breakfast 

30. 
Lunch 

31. 
Afternoon 
 snack 

32 
Dinne  

0-Always      
1-Frequently      
2-Sometimes      
3-Seldom      
4-Never      
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Appendix D 
 
 

Educational Material (We Can) 
 
Why should you care obesity?  
According to national data analyzed in 2002, it’s estimated that 65 percent of Americans are now 
overweight or obese, and more than 61 million adults are obese. Adults aren’t the only ones 
who’ve been getting heavier. Children have been getting heavier as well. The percentage of 
children and teens that are overweight has more than doubled since the 1970s. About 16 percent 
of children and teens are overweight. 
 
Recognize that you have more control than you might think –  
 

• You can turn off the TV and the video game  
• You can choose to get off the bus one stop 
• Earlier than usual and walk the rest of the way, especially when you are with your kids.  
• You can give your family more vegetables for dinner. 

 
 

Think about the immediate benefits –  
• If reducing future heart disease risk seems a bit abstract, focus on the good things that can 

happen right now.  
• You won’t feel so full if you have a smaller portion or skip dessert. 

 
Make small, easy changes over time-  

• Suggesting that family members take a run together every day will probably get you lots 
of eye-rolling and “no-thank-you’s.” 

• It’s easier and more appealing to start out with some new approaches to nutrition and 
physical activity that the whole family is really willing to try. For example, take a walk 
after dinner a couple of nights a week instead of turning on the TV. And, instead of 
chocolate cake with frosting, enjoy sliced strawberries over angel food cake. 

• Choose foods that are low or moderate in calories. 
• Enjoy small portions at home and at restaurants. 

 
Try a variety of strategies –  

• Get your children involved in the process of shopping for and preparing these healthy 
dinners.  

• Make a plan with your child to walk to school together or to walk after dinner 2 days a 
week. 

 
 
ENERGY IN 
• Choose food portions no larger than your fist. 
• Choose a checkout line without a candy display. 
• Eat a low-fat, high-fiber breakfast—it may make you less hungry later in the day. 
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• Cut high-calorie foods like cheese and chocolate into small pieces and eat 
fewer pieces. 

• Drink water inst4ead of a 12-once regular soda 
• Downsize a medium French fry to a small, or substitute a salad 

Two easy ways to reduce energy IN by 150 calories: 
•ENERGY OUT 

• Take the long way to the water cooler. 
• Buy a set of hand weights and play a round of Simon Says with your 

children  - you do it with the weights, they do it without. 
 
Choose “labor-spending” devices instead of “labor-saving” devices: wash the car by hand instead 
of going through an automatic car wash. 

• Go on a family bike ride or hike. 
• Walk 2 miles in 30 minutes 
• Shoot hoops for 30 minutes. 

 
Focus on Food Choices 
One way to put this plan into action is to think about food choices 
in terms of GO, SLOW, and WHOA foods 
 
GO foods:  are the lowest in fat and added sugar. They also are “nutrient dense,” which means 
that they are rich in nutrients (vitamins, minerals, and other components important to health) and 
relatively low in calories. Enjoy GO foods almost anytime. 
 
SLOW foods: are higher in fat, added sugar, and calories than GO foods. Have SLOW foods 
sometimes, at most several times a week. 
 
WHOA foods: are the highest in fat and added sugar. They are “calorie dense” (high in calories), 
and many are low in nutrients as well. 
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23 
Get Away From the Screen 
 
• Turn off Saturday morning cartoons and take your child 
roller-blading or to the zoo. 
• Make a family agreement to limit TV/DVD/video watching 
or gaming to 2 hours (or less) a day. 
• Play with a ball instead of a video game. 
• Take the TV out of your child’s bedroom. 
 
Make Screen Time Active Time 
 
• If you do watch TV, stretch, do yoga, or even lift weights 
at the same time. 
• Have a contest with your children. Who can do the most 
push-ups or jumping jacks during a commercial break? 
• Pop in your favorite aerobics exercise tape or DVD to get 
your heart pumping! 
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E

 
 
Video to use during educational session 
 
https://www.youtube.com/watch?v=expSrc0ocd4  
 
 
 
 
 

 

 

 

 

 

https://www.youtube.com/watch?v=expSrc0ocd4
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Appendix E 

TEXAS WOMAN’S UNIVERSITY 
CONSENT TO PARTICIPATE IN A STUDY 

 
Title: A family-based intervention targeting childhood obesity among Ghanaian immigrants: 

Quality Improvement Project. 

 
Investigator: Gladys Asomani ................................................................ gasomani@twu.edu  214-336-9770 
Advisor:      Dr. Annie, Abraham ............................................................ aabraham@twu.edu  214-689-6533 
 

Explanation and Purpose of the Project 

You are being asked to participate in a study for Ms. Gladys Asomani at Texas Woman’s University. The 
purpose of this study is to determine how educating parents regarding childhood obesity will change 
their perception on the importance of maintaining a healthy weight. You have been asked to participate 
in this study because you are female and have identified yourself as a mother.   

Description of Procedures  

As a participant in this study you will be asked to spend 30-45 minutes of your time in a face-to-face 
encounter with the principal investigator.  The investigator will give you writing questions to answer 
concerning childhood obesity prior to education and then a second questionnaires will be done to 
evaluate the effectiveness of the education.  In order to be a participant in this study, you must be at 
least 20 years of age or older and a parent. 

Potential Risks 
 
I understand that most participants will find the questionnaire provoking or not interested. If, 
however, you feel uncomfortable in any way during the process, you have the right to decline 
to answer any question or to end the study.  

Another risk in this study is loss of confidentiality. Confidentiality will be protected to the extent that is 
allowed by law.  Your question answered will not be shared with any other participating.  The results of 
the study may be reported in journals but your name or any other identifying information will not be 
included. There is a potential risk of loss of confidentiality in all email, downloading, electronic meetings 
and internet transactions. 

The investigator will try to prevent any problem that could happen because of this study. You should let 
the investigator know at once if there is a problem and will help you. However, TWU does not provide 
medical services or financial assistance for injuries that might happen because you are taking part in this 
study. 
 

_____________ 
Initials 

Page 1 of 2 
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Participation and Benefits 
 
Your involvement in this study is completely voluntary and you may withdraw from the study at any 
time. I understand that I will not be paid for participation.  
 
Questions Regarding the Study 
 
I have read and understand the explanation provided to me. I have had all my questions 
answered to my satisfaction, and I voluntarily agree to participate in this study.  
 
You will be given a copy of this signed and dated consent form to keep. If you have any questions about 
the study, you should ask the investigator; their phone numbers are at the top of this form. If you have 
questions about your rights as a participant in this study or the way this study has been conducted, you 
may contact the Texas Woman’s University Office of Research and Sponsored Programs at 940-898-3378 
or via e-mail at IRB@twu.edu. 

 
 
 
_______________________________________________________ _______________ 
Signature of Participant       Date 
 
 
 
 
 
 
 
 
*If you would like to know the results of this study tell us where you want them to be sent: 
 
Email: __________________________ 
Or 
Address: 
 
___________________________________ 
 
___________________________________ 
 
___________________________________ 
 
 
 
 
 

mailto:IRB@twu.edu
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Appendix F 

SWOT 

Strength 

 Using Family Eating and Activity 

habits 

 Location 

 Access to sample 

 

Weakness 

 Fluent in English 

 Engagements of mothers 

Opportunities 

 Regular monthly meeting day 

 Questionnaire readily available 

 Provide explanation for 

questionnaire 

 

 

Threats 

 Motivation or interest 

 Disempowerment 
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Appendix G 
 
PDSA  
 
Test the change and implement objective, workshop education, and 

plan to carryout tasks          
Changes will be adopted and used 

 
 
Analysis results, compare data,                                                         Implement plan, data       
summarizes what learned                                                                  collection, begin data analysis 
 
 
(Copyright © 2016 Institute for Healthcare Improvement (IHI). All rights reserved. IHI 
welcomes the use of this tool, found at ihi.org).  
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Appendix H 

 
This Stetler Model was retrieved from Google Images and has no copyright 
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Appendix I 

Lewin’s Model 
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